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Montgomery, A. H.: Ossifying Fibromata of the 
Jaw. Arch. Surg., 1927, Xv, 30. 


Three cases of osteofibroma of the jaw are reported 
and seventeen case reports from the literature are 
abstracted. Four of the cases reported in the litera- 
ture were not characterized by the simultaneous 
growth of bone and connective tissue. 

Many fibromata of the jaw begin to develop 
between the ages of 7 and 14 years. These tumors 
are firm, smooth, and circumscribed. ‘They are 
attached to the bone but not to the overlying soft 
tissue and are not tender. Microscopic section 
shows the characteristic trabecule of bone tissue 
separated by connective tissue. 

Clinically it is difficult to differentiate ossifying 
fibromata from central fibromata, endosteal oste- 
omata, and chondromata. Hippel says that in the 
upper jaw the principal difference is that osteofibro- 
mata do not tend to narrow the nose and cause 
slight displacement. Odontoid cysts and fibrocystic 
disease of the jaw can usually be recognized in the 
roentgenogram. Diffuse hypertrophy and leontiasis 
ossea affect more than one bone. 

Osteofibromata are benign and do not recur after 
their thorough operative removal. Surgery: is the 
only treatment advisable. 

J. Frank Doucuty, M.D. 


EYE 


Hughes, E. N.: A Treatment for Traumatic Sym- 
blepharon. Brit. J. Ophth., 1927, xi, 337. 


Burns of the lower conjunctiva from chemicals 
and hot metals often result in symblepharon. When 
once established, this condition is difficult to correct. 
For its prevention, which is not always easily 
accomplished by the usual methods, the author has 
devised an ingenious apparatus, a framework of silver 
wire with two horizontal bars connected at each end 
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by a loop. One bar fits into the fornix, the other 
outside the lid, and the two loops cross over the 
edge. The two conjunctival surfaces are separated 
until healed by a small strip of goldbeater’s skin 
placed over the bar in the fornix. The frame is held 
in position by adhesive. Vircit Wescort, M.D. 


Smith, P.: On the Movement of the Intra-Ocular 
Fluid as Taught by Theodor Leber. Brit. J. 
Ophth., 1927, xi, 263. 

Ophthalmic surgeons have generally accepted 
Leber’s theory of the movement of intra-ocular 
fluids, a continuous flow from the ciliary processes 
forward through the pupil and outward at the angle 
of the anterior chamber, but many have lately been 
disturbed by vigorous attacks upon it from the 
standpoint of chemical affinity, molecular concen- 
tration, and electric currents. Nevertheless the 
author still adheres to the old theory and believes 
that those who reject it are relying too much on 
the findings of physicochemistry and attaching 
too little weight to clinical observation. 

Smith believes that we are fully justified in 
maintaining that under the influence of two oppos- 
ing forces the fluid moves slowly and continuously 
through the chambers, and that the ciliary capil- 
laries emit the fluid because their blood pressure is 
high enough to overcome the osmotic force, while 
Schlemm’s canal and the iris veins absorb it be- 
cause there the blood pressure is lower and osmotic 
force prevails. Grorce R. McAuutrr, M.D. 


Dunnington, J. H.: Concomitant Divergent Stra- 
bismus. Am. J. Ophth., 1927, 3 8. X, 490. 


Dunnington states that myopia is not an almost 
constant accompaniment of concomitant divergent 
strabismus as is generally believed. In his opinion, 
the divergence is due to divergence excess and 
convergence insufficiency. For the excess, he ad- 
vises tenotomy of the externi, and for the insuffi- 
ciency, prism exercises and resection of the interni. 

Vircit Wescott, M.D. 
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Gifford, S. R.: Parinaud’s Conjunctivitis. Am. J. 
Ophth., 1927, 3S. X, 484. 

Gifford reports three cases of Parinaud’s con- 
junctivitis in which eosinophilia was present. In 
two, the causative organism described by Verhoeff 
was found. One case was seen so early that sections 
of the nodule failed to reveal necrosis. 

VirciL Wescott, M.D. 


Wuerdemann, H. V., and Verhoeff, F. H.: Sponta- 
neous Separation of the Choroid Simulating 
Choroidal Sarcoma. Am. J. Ophth., 1927, 3s. x, 

The authors report a case of separation of the 
choroid and a lesser separation of the retina without 
a history of injury. The eye was removed because 
the ophthalmoscopic picture suggested the presence 
of a tumor. The tension was normal to finger 
palpation, and there was no gross evidence of 
inflammation. 

When the eye was sectioned and examined by 
Verhoeff the choroid was found to be completely 
separated from the sclera except at the disk. The 
space was filled with a delicate coagulum. At 
several points the retina was slightly separated, but 
at one point a sharply defined cyst-like separation 
was found. Vircit Wescott, M.D. 


Banister, H., Hartridge, H., and Lythgoe, R. J.: 
The Effect of [Wlumination and Other Factors 
on Acuity of Vision. Brit. J. Ophth., 1927, xi, 321. 


The authors attempted to determine the effect of 
illumination and other factors on the acuity of vision 
when the test objects subtended only small angles 
and were viewed for long periods and when they 
subtended large angles but were viewed for only a 
fraction of a second. The tests were made on per- 
sons with normal sight, persons with normal sight 
whose vision was rendered defective by means of 
glasses, and persons with abnormal vision. Every 
case showed a marked increase in visual acuity up to 
about roo foot candles. Vircit Wescort, M.D. 


Ferree, C. E., and Rand, G.: The Effect of the Size 
of Stimulus on the Size and Shape of the Color 
Fields. Am. J. Ophth., 1927, x, 3 s. 399. 


The authors have charted under fixed conditions 
the size of the color fields as determined with targets 
of four different sizes. They found that the larger 
the target the larger the field, but the relation is not 
quite proportional as uniform sensitivity occurs only 
over very limited areas of the retina. 

The effect of the size of the stimulus is greater on 
the size and shape of pathological than of non-path- 
ological fields. ‘‘Any factor which decreases the 
response of the retina to light or color narrows the 
fields more for pathological than for non-patholog- 
ical cases. . . The ratio of the size of the field for 
two sizes or two intensities of stimulus can be used 
as the basis of differentiation between pathological 
and non-pathological cases.” 

Tuomas D. ALLEN, M.D. 


Peter, L. C.: A Simplified Conception of Visual 
Field Changes in Chronic Glaucoma. Arch. 
Ophth., 1927, lvi, 337- 

Peter believes that field changes in glaucoma are 
due to a decrease in the blood supply or atrophy of 
the nerve elements (Collins and Mayou); that these 
scotomata and contractions occur as they do because 
of the distribution of the nerve fibers (Fuchs); and 
that the essential field changes are those about the 
blind spot and must all be considered a Bjierrum 
scotoma even if subdivided into Seidel’s, Elliot’s, or 
Roenne’s sign. 

Peripheral changes are attributed to stretching 
and pressure of the fibers in the optic nerve from 
increased pressure; and scotoma or contraction in 
the periphery are explained by the blocking off 
of a bundle of nerve fibers distributed to a definite 
area. 

Peter agrees with Elliot that the chief underlying 
factor in glaucoma is interference with the nerve 
bundles, either on the optic disk or as they emerge 
from the latter. Other factors are contributory. 

In color sensitivity the atrophy of glaucoma differs 
from other types in that, in glaucoma, color percep- 
tion is present when form sensitivity still exists. 
Where areas show evidence of form invasion, color 
loss, especially for green, is an early sign. 

Vircit Wescort, M.D. 


Thomasson, C. H.: The Development of the Glau- 
coma Scotoma. Arch. Ophth., 1927, lvi, 319. 


Thomasson agrees with Elliot regarding the use 
of scotometry in the study of cases of glaucoma. He 
believes it is the procedure of chief importance in 
determining whether and when operation should be 
performed. 

The three scotomata described by Bjerrum, Seidel, 
and Roenne cannot be explained on anatomical 
grounds. In the author’s experience, early scoto- 
mata are attached to the blind spot, and isolated and 
detached scotomata appear in the remaining visual 
field late in the disease. Bjerrum’s scotoma is some- 
times not connected with the blind spot, whereas 
Seidel’s scotoma is always connected with it. The 
latter may have pointed extremities, but if a careful 
search is made with a small test object, the wings 
will be found to broaden as the distance from the 
blind spot increases. 

In a series of cases of glaucoma the author has 
mapped out single and double winged, vertical, and 
horizontal scotomata. Vircit Wescort, M.D. 


Carmichael, E. A.: Optic Nystagmus. 
Soc. Med., Lond., 1927, XxX, 1409. 

Carmichael classifies nystagmus into six clin- 
ical types: congenital nystagmus, spontaneous 
nystagmus, miners’ nystagmus, vestibular nystag- 
mus, nystagmus of central origin, and nystagmus of 
cerebral origin. He then divides the pathological 
conditions in which nystagmus may be elicited into 
seven Classes, namely: (1) high spinal lesions above 
the fourth cervical segment; (2) medullary lesions; 
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(3) cerebellar lesions; (4) vestibular lesions; (5) mid- 
brain lesions; (6) possible lesions of the retina; and 
(7) certain congenital anomalies such as albinism. 

In 1907, B&rdny called attention to a form of 
nystagmus which he described as “railroad” nystag- 
mus. This has been known under various names, 
but the author prefers to call it ‘optic nystagmus” 
as suggested by Fox and Holmes. It may be noted 
in the eyes of a passenger on a railway train. In 1913, 
Barany produced this nystagmus in his laboratory 
for diagnostic purposes in clinical medicine. It con- 
oo of twe components, a slow phase and a rapid 

ase. 

The test consisted in rotating clockwise or anti- 
clockwise a pictorial drum held with a vertical axis 
in front of the patient’s eyes. When this drum 
was rotated clockwise, a nystagmus to the right was 
obtained, and when it was rotated anti-clockwise, 
anystagmus tothe left resulted. Absence, increase, or 
inversion of this nystagmus may prove valuable in 
clinical diagnosis. Various experiments by the 
author and by Fox, Holmes, Cords, Ohm, and others 
have led to the following conclusions: 

1. Optic nystagmus is lost to the opposite side 
when a lesion is situated: (a) in the higher visual 
cortex of one side; (b) in the frontal lobe of one side; 
(c) in the association tracts connecting the higher 
_ center and the frontal lobe of the same 
side. 

2. It may or may not be absent in lesions of the 
optic radiations. 

3. It is unaffected by lesions of the optic tracts, 
optic chiasma, and optic nerves, provided some 
sight remains. 

4. It is dependent upon a pathway situated in the 
cerebral hemispheres. 

5. It is affected by disorders of the vestibular 
apparatus. 

6. Slight vestibular dysfunction may be recog- 
nized from changes in the optic nystagmus. 

Lesitre L. McCoy, M.D. 


Buxton, St. J. D.: Exophthalmos Cured by Carotid 
Ligation. Proc. Roy. Soc. Med., Lond., 1927, xx, 
1331. 

The patient whose case is reported, a woman 45 
years of age, was injured in September, 1926. ‘—Exam- 
ination at that time showed nothing serious. A 
month later diplopia developed and glasses were 
prescribed. ‘Three months later the patient com- 
plained of pain in the right side of her head. A 
month later examination showed a left pulsating 
exophthalmos, conjunctival cedema, rather marked 
limitation of motion, and marked deterioration of 
vision. A loud murmur could be heard with the 
stethoscope over the orbit. This was loudest when 
the instrument was placed over the left frontal sinus. 
When pressure was made upon the common carotid 
artery it ceased. Two days later the three carotid 
arteries were exposed and the left internal carotid 
was ligated. After the operation the eye gradually 
returned to normal. Leste L. McCoy, M.D. 
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Wright, R. E.: Myiasis with Chronic Degeneration 
of the Cornea. Am. J. Ophth., 1927, x, 3s. 411. 

In the case reported, the eggs of aphiocheta 

sclaris deposited in the diseased cornea were found 

in scrapings from the cornea and in cultures devel- 

oped into larve. The larve were identified by expert 
entomologists. Tuomas D. Aten, M.D. 


Cruickshank, M. M.: Observations on the Com- 
plications Following 4,000 Cases of Cataract 
Extraction. Brit. J. Ophth., 1927, xi, 275. 


This article deals with 4,027 operations for cata- 
ract performed under the direction of Holland at 
Shikarpur, India, in the period from 1923 to 1926. 
Ninety and three-tenths per cent were performed 


-by the Smith method, 5.3 per cent by the Barraquer 


technique, and 4.3 per cent with capsulotomy. 

Complications such as vitreous loss following or 
preceding the lens, burst capsules, and spoon 
deliveries, occurred during the operation in 18.75 
per cent. 

Vitreous loss occurred in 10 per cent. It usually 
followed the lens, but the amount was high in only 
a few cases, as is evident from the fact that vision 
failed to improve in only 0.34 per cent of the cases. 
Such a loss followed a complete iridectomy in 13.08 
per cent of the cases, and occurred in only 6 per cent 
of those in which a marginal, peripheral, or no 
iridectomy was done. 

Burst capsules strangely occurred more often 
when a complete iridectomy had been performed. 

The complications occurring in 19.75 per cent 
of the cases after operation consisted in prolapse 
of the iris, iritis, keratitis, everted corneal flaps, 
postoperative glaucoma, sepsis, and choroidal hem- 
orrhage. 

Prolapse of the iris occurred in 7.04 per cent of 
the cases. In the Barraquer method, an iridectomy 
is not essential for its prevention. In other methods 
a marginal or peripheral iridectomy is preferable to 
a complete iridectomy. 

Non-improvement in vision attributable to the 
operation occurred in 5.11 per cent. It was due to 
sepsis, choroidal hemorrhage, plastic iritis, burst 
capsule, vitreous loss, keratitis, everted corneal 
flap, or postoperative glaucoma. Non-improve- 
ment not due to operation resulted in 2.38 per cent 
of the cases from corneal opacities, choroidoretinal 
changes, vitreous opacities, optic atrophy, low 
tension eyes, retinitis pigmentosa, or strabismus. 

Georce R. McAutirr, M.D. 


Brown, A. L.: The Ocular Fundus in the Acute 
Toxaemias: An Analysis of 850 Cases. J. Am. 
M. Ass., 1927, \xxxix, 174. 

The value of an ophthalmologist in a general 
hospital, aside from his work in the eye clinic, is well 
illustrated in this report of the examination of 850 
patients with acute toxemia. Only 3 per cent had 
any ocular complaint other than that they wore 
glasses. The lesions reported exclude those thought 
to be due to arteriosclerosis, renal, or diabetic 
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cand after the course of the disease. 
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disease, but include cases of acute sinusitis. As the 
patients were on the medical and surgical services, 
the lesions were more transient and associated with 
less destruction of tissue and deterioration of vision 
than the lesions found in the eye clinic of even a very 
large hospital. The examinations were made during 
The author 
classifies the cases into three groups: 

1. Toxwmias of mild intensity and short course: 
(a) Disks normal or slightly hyperemic, with vessels 
(especially veins) slightly dilated. ‘These were asso- 
ciated chiefly with influenza, acute rhinitis, and 
acute sinusitis of moderate intensity. (b) Average 
temperature 100 degrees F. (c) Average duration 
from four to five days. 

2. Toxemias of moderate severity and longer 
course: (a) Disks rather hyperamic, margins occa- 
sionally blurred; vessels definitely dilated and often 
slightly tortuous. ‘These were associated with 
pneumonia, severe sinusitis, severe acute polyar- 
thritis, typhoid, pywmia, septicemia, encephalitis, 
and meningitis (especially cerebrospinal). (b) 
Average temperature from 1o2 to 103 degrees F. 
(c) Average duration from one to eight weeks and 
occasionally ending in death. 

3. Toxwemias of great severity: Disks with mar- 
gins blurred by cedema and vessels quite dilated. 
The surface of the disks often fades insensibly into 
the surrounding retina. White streaks show the 
line of nerve-fiber bundles. Occasionally there is 
retinal oedema. Punctate hemorrhages may occur 
from the finer vessels into the retina. In two in- 
stances small whitish, retinal areas around or near 
the disks were seen (retinitis septica of Roth?). 
Occasionally oedema of the disks was noted as a 
forerunner of a frank optic neuritis (1.5 per cent). 

Vircit Wescott, M.D. 


Pascheff, C.: The Cystic Phase of Glioma (Retino- 
blastoma). Am. J. Ophth., 1927, x, 3s. 413. 


The author reports a case of cystic glioma in a boy 
1o years of age. ‘The cyst appeared in the anterior 
chamber and was removed by operation. When the 
diagnosis was made, enucleation was urged but was 
refused. The boy died of recurrence, and similar 
cysts were found also in the brain. 

The article is supplemented by a drawing of the 
gross appearance and a photomicrograph of the type 
of cyst under discussion. Tuomas D. ALLEN, M.D. 


EAR 


Fowler, E. P.: Deafness in School Children: Dif- 
ferential Diagnosis with the Aid of Audi- 
ometers; Examination of 1,000 Pupils. Arch. 
Otolaryngol., 1927, vi, 43. 

The data obtained from examination of the hear- 
ing of 1,090 pupils in excellent health is recorded. 
Group testing by means of the phonograph-audi- 
ometer was done. It was found that, in groups of 
forty, as many as 150 pupils could be tested in an 
hour. This examination was supplemented by an 


examination of the ear, nose, and throat, the deter- 
mination of bone conduction, and the use of the 
noise apparatus or Galton whistle. A standard 
questionnaire was also employed. Children showing 
a loss of nine or more sensation units were considered 
defective. 

The audiograms were classified according to types 
and grades, and a differential diagnosis was worked 
out on the basis of the history, the findings made by 
inspection, and the audiogram. 

The article is supplemented by numerous tables 
and graphs. W. M. Paton, M.D. 


Sturm, F. P.: Tinnitus Aurium. J. Laryngol. & 
Otol., 1927, xlii, 449. 


The author reviews a number of his own cases of 
tinnitus aurium that have been relieved wholly or in 
part by the local use of atropin. 

Factors in the production of tinnitus are discussed. 
When there is an open exit for the labyrinthine 
fluids it is impossible for increased pressure from the 
tympanum to raise the intralabyrinthine tension. 
Tinnitus is rare in children because the overhanging 
lap of bone which narrows and may finally occlude 
the cranial aperture of the vestibular aqueduct in 
later life is not present in the young child. In the 
adult temporal bone, the paths of exit for the 
labyrinthine fluids are of varying degrees of patency. 
The absence or presence of tinnitus depends upon 
the patency of the aqueduct and, in case of high 
vascular or cerebrofluid pressure, upon the mobility 
of the stapes and to some extent upon the round 
window. <A possible factor in the production of 
tinnitus may be variations in the quantity of 
endolymph. Ossicular tension in relation to the pro- 
duction of tinnitus is discussed. W. M. Paton, M.D. 


Mackenzie, G. W.: Is the Exenteration of the Laby- 
rinth Justifiable in the Absence of Labyrinthine 
Suppuration? A Case Report. Luryngoscope, 
1927, XXXvii, 512. 

Mackenzie reports a case of chronic middle ear 
suppuration which was followed for six years. A 
primary conservative operation was done for the 
relief of the suppurative process. Six years later a 
radical operation for the relief of recurrent attacks of 
vertigo was performed. ‘The author was reluctant 
to destroy the hearing, but believes that in such 
cases it is quite justifiable. W. M. Paton, M.D. 


Fenton, R. A.: Recent Vaccine Therapy in Oto- 
laryngology. Ann. Otol., Rhinol. = Laryngol., 
1927, XXXVi, 387. 

Daland, J.: Vaccinotherapy in Otolaryngology. 
Ann. Otol., Rhinol, & Laryngol., 1927, Xxxvi, 404. 


FENTON quotes Wright’s amendment to the 
original dicta of Pasteur on the procedure for im- 
munization and reviews various basic bacteriological 
principles of the use of vaccines. Recent clinical 
applications of these principles are discussed. 

In Europe, autohemotherapy has been used of 
late in the treatment of ozena. In indolent condi- 
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tions, foreign protein and typhoid vaccines have 
been injected subcutaneously or intramuscularly. 
Polyvalent stock vaccines are comparable to foreign 
protein inoculation. Stock vaccines made from 
single organisms are most valuable when the selected 
organism approximates the infecting bacteria. 

Staphylococcic infection of the skin of the auditory 
canal and nasal vestibule has responded to the use 
of the bacteriophage of d’Herelle. Hays has re- 
ported success in the treatment of intranasal infec- 
tions with mass cultures. Fenton has obtained 
brilliant results with haemolytic vaccine. Material 
is collected from the spheno-ethmoid recess by the 
use of a long platinum loop and inoculated on human 
blood broth and human blood-agar. 

DALAND discusses vaccinotherapy in relation to 
chronic tonsillitis. While the basic treatment of 
chronic tonsillitis is surgical, vaccinotherapy is 
valuable after tonsillectomy in the cases of elderly 
persons and patients suffering from a general dis- 
ease. Autogenous vaccines are to be preferred. 
The amount of vaccine should represent the maxi- 
mum subreaction dose. 

Failure of vaccinotherapy may be due to: (1) 
error in the selection of the specific bacteria or 
strain; (2) improper preparation of the vaccine; 
(3) wrong dosage; or (4) an unknown hidden focus 
of infection. 

Instructions are given for the collection of mate- 
rial and the production of a potent vaccine. 

W. M. Paton, M.D. 


NOSE AND SINUSES 


Bishop, V. L.: A Rhinological Study of Bronchial 
Asthma. Ann. Otol., Rhinol, & Laryngol., 1927, 
XXXVi, 410. 


On the basis of an extensive survey of the litera- 
ture and wide clinical experience and study, the 
author has prepared an etiological classification of 
the asthmas. He divides them into two main groups 
with modified subdivisions. Extensive asthmas 
show a definite relationship to foreign proteins 
while the intrinsic asthmas do not. The author 
concludes from his study that the rhinologist obtains 
his best results in intrinsic asthma. 

Under the term “intrinsic asthma” are grouped 
the bacterial and reflex types. The nose and throat 
have a definite etiological relation to bacterial 
asthma. In cases of reflex bronchial spasm the 
site of stimulation may be in the nose as in hyper- 
plastic ethmoiditis. To explain a certain type of 
reflex asthma the author reviews the histology, 
physiology, and nerve mechanism of the nasal 
mucosa. 

Bishop’s cases are carefully analyzed. In intrinsic 
asthma the surgical removal of foci of infection and 
the correction of nasal defects gave the best results. 
Persistent cases in which all foci have been removed 
have often been treated successfully by shrinkage 
and local medication. Vaccine treatment has given 
indifferent results. W. M. Paton, M.D. 
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Drea, W. F.: Polypoid Tissue in the Maxillary 
Antra; X-Ray Diagnosis. Avwn. Otol., Rhinol, & 
Laryngol., 1927, XXXvi, 341. 

Drea presents an analytical report on 694 con- 
secutive roentgenograms of the accessory nasal 
sinuses. Polypoid tissue in the antra can usually be 
demonstrated with the X-ray. A careful technique 
and routine stereoscopic studies are necessary for 
uniform results. Acute infections, unusually thick 
bony walls, and an antrum that has been previously 
operated upon present diagnostic pitfalls. 

Of a series of fifty-nine cases, clear antra were 
found at operation in only three. In all of these 
cases a diagnosis of polypoid tissue in the antra had 
been made by the roentgenologist. These findings 
support the claim that roentgenograms will give 
evidence of polypoid change in most cases without 
the use of opaque substances. In doubtful cases, 
an opaque substance such as lipiodol may be used. 
The article contains several representative roent- 
genograms. W. M. Paton, M.D. 


MOUTH 


Evans, A., and Cade, S.: Cancer of the Tongue: 
Preliminary Report on Radium Treatment. 
Brit. J. Surg., 1927, Xv, 55. 

The authors report seventeen cases of tongue 
carcinoma treated by Regaud’s methods. ‘The dis- 
appearance of the local lesion was so complete that 
they advocate radium therapy for even early car- 
cinoma. Only squamous cells were encountered. 
The oedematous type of lesion gave the poorest 
results. 

The cells respond to radium regardless of karyo- 
kinetic activity. Lesions of the lip and the anterior 
part of the tongue are easier to irradiate than 
lesions of the posterior part of the tongue or the 
floor of the mouth as in the former the jaw is more 
easily protected. 

The treatment is preceded by a careful and thor- 
ough mouth toilet. ‘The primary growth is treated 
first and the lymphatic glands next. After the induc- 
tion of nerve-block anesthesia the radium-containing 
needles are inserted into the tongue immediately sur- 
rounding the neoplasm and sutured in place with 
fine silk. Fine wires passed through the second eye 
of the needles are enclosed in a rubber tube and 
allowed to protrude between the lips, to be strapped 
to the cheek. Six milligrams of radium are con- 
tained in each needle. The needles are left in place 
for from six to eight days. ‘Their number varies 
with the size of the lesion. The total dosage ranges 
from 600 to 1,100 mg.-hrs. A lead plate 1 mm. thick 
is placed between the radium and the mandible for 
protection. The patient is not allowed to talk. The 
mouth is irrigated twice daily. 

The authors describe the reactions with the aid of 
colored plates showing the various stages. Radio- 
necrosis is also described. 

In the treatment of glandular lesions, the ad- 
vanced infiltrating masses are irradiated only and 
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palpable glands are resected. The authors are un- 
decided as to the advisability of treating lymphatics 
that are apparently uninvolved. In the treatment of 
the lymphatics, Columbia paste is employed to hold 
the needles at the proper distance from the skin 
during the irradiation. Forty milligrams of radium are 
used eight hours daily for trom ten to fourteeen days 
when the lymphatics are uninvolved. ‘Twenty tubes 
of 2 mgm. each, screened with 0.65 mm. of platinum 
at 15 mm. distance, are employed in these cases. 
The total irradiation amounts to from 3,200 to 5,400 
mg.-hrs. In advanced or inoperable cases, from 60 
to 80 mgm. are used at 30 mm. distance to the 
extent of from 14,000 to 25,000 mgm.-hrs. over from 
ten to fourteen days. Superficial ulceration with 
peeling, healing, and subsequent pigmentation 
follows the latter treatment. 

Seventeen case histories are reported. In every in- 
stance a microscopic diagnosis was made. The lesion, 
treatment, dosage, reaction, and subsequent course 
are described. 

In summarizing, the authors state that of seven- 
teen lesions, sixteen completely disappeared, but no 
claim is made as to the permanence of their disap- 
pearance. ‘The greatest difficulty in the manage- 
ment of these cases is the treatment of the secondary 
lesions. These are probably best treated by a com- 
bination of surgery and radium. 

A. James Larkin, M.D. 
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Colp, R.: The Treatment of Deep Infections of the 
Submaxillary Triangle. Am. J. Surg., 1927, ii, 
527- 

Colp reviews the anatomy and surgical relations 
of the submaxillary triangle on the basis of dis- 
sected specimens. 

The most common infections in this region are 
superficial and arise usually in the submaxillary 
lymph nodes. In such cases there is no involvement 
of the floor of the mouth. 

In cases of deep suppuration extending to the 
submaxillary gland the patient is extremely ill. 
The swelling of the submaxillary region is pro- 
nounced, but the overlying skin is rarely reddened. 
The tumor is hard and, because of the dense fascial 
envelope, rarely fluctuates. The mouth can be 
opened partially only with difficulty. The tongue is 
elevated and flaccid. In the floor of the mouth there 
is a tender, brawny oedema. These infections resem- 
ble a cellulitis and involve the sublingual, sub- 
maxillary, and the retromandibular spaces. If the 

atient’s condition is not materially improved by 
ocal treatment within twenty-four hours, surgery 
is necessary. In the author’s opinion the only logical 
surgical procedure is extirpation of the submaxillary 

gland through an incision in the neck, preferably a 

lateral incision. This operation results in ces- 

sation of the dyspnoea and free drainage. ‘The 
best anesthesia for all operative procedures is local 

anesthesia. Frank J. McGowan, M.D. 


Bircher: Questions of the Goiter Problem (Frage- 
stellungen im Kropfproblem). 51 Tag. d. deutsch. 
Ges. f. Chir., Berlin, 1927. 

The goiter problem is among the most interesting 
in the entire field of medicine because it is so closely 
related to other fields of knowledge. This is also the 
reason why all attempts to solve the problem have 
remained incomplete. To date, attention has been 
centered too much upon the thyroid gland. The 
other endocrine glands must also be considered. We 
know very little as yet regarding the nature of the 
endocrine glands, and all that we know is only a 
working hypothesis. We know well the extracts of 
these glands, but the complicated processes, the 
changing adjustments of the different glands, have 
been touched upon only lightly. The thyroid gland 
holds a prominent place among the organs of inter- 
nal secretion, but the belief that life is impossible 
without it is erroneous as is evident from persons 
who have no thyroid gland. The author has a 
patient who has lived for thirty years without a 
thyroid gland. 

The chief function of thyroid activity is the con- 
trol of iodine metabolism. It affects also other 
halogens. For example, the calcium picture shows 
definite differences according to the findings in the 
thyroid gland. Characteristic of the thyroid is also 
its marked susceptibility to all exogenous and endog- 
enous influences. 

Goiters may be classified into three groups: (1) the 
inflammatory group, (2) the hyperplastic group, and 
(3) the tumor group. There are also subgroups. 
The histological difference is much greater. The 
question arises as to whether goiter is an ailment 
or the sign of an ailment. Goiter is a symptom of 
Basedow’s disease. Endemic goiter is a symptom, a 
link in the endemic cretinoid degeneration (goiter— 
cretinism—goiter heart, which differs considerably 
from the Basedow heart). The goiters in the Baltic 
provinces and in Brandenburg are not endemic 
goiters. The true endemic goiter is found in Switzer- 
land, in Styria, and in upper Italy, where occasionally 
the characteristic signs of degeneration are seen 
without the presence of a goiter. Of interest are the 
transitory variations in the occurrence of goiter in 
these lands, sometimes an increase and sometimes a 
decrease. In Argovia an increase to the east has 
occurred. A similar trend to the east has occurred 
also in the Swiss region (one hundred years survey). 
The Jura has been spared. At any rate there are 
certain regions which favor the occurrence of goiter 
and others which do not. 

As yet, we do not know the cause. There seems to 
be a relation between the geographic distribution 
and the histological picture (diffuse nodular form). 
In the region of the Aar, 50 per cent of the cases are 
of the diffuse type. In other regions, from 80 to 90 
per cent are of the nodular type. 

The author is strongly opposed to iodine prophy- 
laxis. He states that iodine is not a prophylactic. 
When properly used, however, it is a good thera- 
peutic agent. Since the introduction of iodine pro- 
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phylaxis there has been an increase in iodine injuries. 
Even therapeutically, iodine must be used with the 
greatest caution. 

In the discussion of this paper, KURTZAHN 
(Koenigsberg) reported upon the transplantation of 
thyroid by injection. He stated that no lasting 
effects are obtained from transference of thyroid 
tissue or the injection of pulp. He reported three 
cases in which young myxcedematous cretins were 
treated by the injection of living human thy- 
roid tissue. In two cases repeated injections were fol- 
lowed by transitory improvement in the general 
functions and a gain in weight. In the other case 
no effect was noted. 

HAuMANN (Bochum) reported a case of osteo- 
pathia cretinosa scapulz. The patient, a 21-year-old 
man, showed a definite cretinous habitus (infantal- 
ism of the testes, etc). The roentgen picture of the 
shoulder joint revealed marked changes—flattening 
of the glenoid fossa, separation of the cartilage, 
changes in the structure of the coracoid process, and 
marked transparency of the bones, the result of a 
failure in development of the bones at puberty. 
The roentgen picture shows also deficiencies in other 
parts of the skeleton. This condition was due to 
disturbances of internal secretion. Haumann classi- 
fies in the same group the various malacias ranging 
from the osteochondritis of Perthes to affections of 
the metatarsal bones. 

SCABELL (Bern) discussed the pathogenesis of 
osteochondritis dissecans in endemic cretinism and 
reported three cases of osteochondritis of the knee 
joint occurring in persons with characteristic cretin- 
oid degeneration. In the last case there was also a 
coxa plana (osteochondritis of Perthes). These con- 
ditions are associated with typical hypothyroid 
disturbances. 

Hauke (Breslau) reported on the spreading of 
goiter in Silicia. In the region of the plains, the 
Oder, and the foothills, about 30 per cent of the 
school children have goiters. Of those living in the 
middle regions of the mountains, from 30 to 50 per 
cent are so affected. In the upper mountains the 
incidence of goiter is 70 per cent. ‘The occurrence of 
epidemics of goiter in the starvation period after the 
war and their cessation after the improvement of 
nutritional conditions does not indicate a uniform 
cause of goiter. There must certainly be very nu- 
merous factors concerned. Among them heredity 
plays an important part. Hauke recalled a goiter 
epidemic which broke out in an orphan asylum, 
perhaps as the result of a poorly balanced diet, and 
ceased when the orphans were transferred to another 
place. He has operated upon one type of goiter 
occurring in the young—a parenchymatous form. 

Orator (Graz) discussed goiter in the young and 
endemic goiter. The diffuse parenchymatous goiter 
described from the von Eiselsberg Clinic in 1922 as 
adolescent goiter is still the subject of dispute. This 
question is of importance because the goiter of youth 
is the key to the entire goiter problem. The attempt 
should be made to investigate, not the completely 
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developed goiter, but its earlier stages. In Styria, 
investigations of the normal development of the 
thyroid gland and of the various forms of goiter 
revealed the occurrence of many types of thyroids. A 
review of the facts shows a preponderance of colloid- 
poor parenchymatous goiters in adolescents in the 
endemic belt of Styria. Similar investigations of 
goiter-free regions should be made. Srettiner (Z). 


Holst, J.: Further Contributions on the Pathology 
and Treatment of Toxic Goiter (Weitere Beitrae 
zur Pathologie und Therapie der toxischen Strumen). 
Acta chirurg. Scand., 1927, \xi, 385. 


The author emphasizes the practical importance 
of changing the terminology for Basedow’s disease 
and suggests the substitution of the symptomatic 
diagnoses “primary and secondary Basedow’s dis- 
ease”’ for the causal diagnoses “‘ primary and second- 
ary thyrotoxicosis” or ‘“‘ primary and secondary toxic 
goiter.” 

The primary as well as the secondary thyrotoxi- 
cosis is accounted for usually by the development of 
epithelial tumorous tissue in the thyroid gland, 
mostly of adenomatous nature. In the primary and 
secondary toxic goiters the adenomatous tissue is of 
a different nature both morphologically and func- 
tionally. In experiments on tadpoles and adeno- 
mata enucleated from secondary toxic goiters it was 
found that the substance or substances that give 
rise to the toxemia are produced by the adenoma- 
tous tissue itself and not by ,the normal tissue sur- 
rounding the adenoma. 

The routine method of treatment in thyroid 
toxemia has been, whenever possible, radical resec- 
tion at one sitting. In serious cases the primary 
thyrotoxicosis has been first treated with Lugol’s 
solution and the secondary cases with rest. The 
results from pre-operative treatment with iodine 
have been satisfactory. 

In forty-seven cases of thyrotoxicosis, thyroidec- 
tomy was done with one death. On re-examination 
of thirty-seven patients, all were found to have been 
benefited. All but two are now able to do their 
work. Twenty-six are free from clinical symptoms, 
but only twelve have a normal metabolism. 

In experiments on tadpoles, secretion from the 
“thyroid bed” examined during the first few days 
after operation was found to contain thyroid secre- 
tion. It is therefore apparent that after the opera- 
tion some secretion runs into the wound from the 
cut surface of the remaining part of the gland, and 
it is probably of importance as regards the post- 
operative reaction to prevent the absorption of this 
secretion by drainage. 


Kenyon, E. L.: The Relation of the Oral Articu- 
lative Movements of Speech and of the Extrin- 
sic Laryngeal Musculature in General to the 
Function of the Vocal Cord. Arch. Ololaryngol., 
1927, V, 481. 

The author states that the larynx, hyoid bone, 
lower jaw, tongue, soft palate, and pharynx, together 
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with their combined intrinsic and extrinsic laryn- 
geal musculature, constitute one united system of 
organs and muscles for all functions that involve 
the larynx. Their functions are primarily those of 
animal life; in man, they are employed secondarily 
also as organs of speech. The intrinsic and extrinsic 
musculature can act, whether for animal functions 
or for speech, only as one united muscular system. 
No other psychoneurological means of action is 
provided. 

The peripheral physiology of speech is based 
immediately on the corresponding basal physiology 
of the animal functions of the same organs. It is 
probably true also that the psychology of the periph- 
eral function of speech is based largely on that of 
certain corresponding animal functions of these or- 
gans. ‘The extrinsic musculature is attached to the 
larynx almost exclusively by way of the thyroid 
cartilage and therefore may apply its laryngeal in- 
fluence directly to the vocal cords. Through co-op- 
eration of the thyro-arytenoid muscles, it may 
presumably alter the details of vocal cord 
approximation. 

Apart from observation within the larynx itself, 
studies of laryngeal function have been carried out 
according to a wrong principle. Attempts to under- 
stand the action of so complex and co-operative a 
musculature by first studying the anatomy and 
then speculating as to how the muscles act, lead to 
inadequate results as well as to error. It is possible 
to know the performance of such a musculature 
only from observation of its accomplishments. 

The study here reported of the extrinsic muscu- 
lature in action by palpation of the upper anterior 
tip of the thyroid cartilage and adjacent structures, 


INTERNATIONAL ABSTRACT OF SURGERY 


including the trachea, has yielded important physio- 
logical information as to both normal and abnormal 
speech. 

One important error in physiological observation 
—the theory that the vocal cords are stretched for 
elevation of the pitch of the voice—has been in- 
cluded in the textbooks of laryngology for at least 
seventy-five years. A study of the action of the 
thyroid cartilage by palpation shows clearly and 
definitely that elevation of the vocal pitch is pro- 
duced, not by tilting the thyroid cartilage down- 
ward, as has been supposed, but by tilting it up- 
ward. This is an act of the extrinsic musculature. 

By similar studies of the action of the extrinsic 
muscles, the whispered voice is found to be pro- 
duced by the combined action of the entire intrinsic 
and extrinsic musculature with certain important 
differences from their action in the production of 
the loud voice. Cerebral excitation for the loud 
voice as compared with that for the whispered 
voice may possibly differ not merely in degree but 
also in kind. 

The interrelation between the movements of the 
organs of the mouth that determine the elemental 
sound of speech and the approximation of the vocal 
cords for the production of the voice are so closely 
related as to constitute one complex physiological 
act. 

The natural pitch of each elemental English 
sound is dependent chiefly on the efiect of the 
articulative placement of the body of the tongue on 
the position of the hyoid bone, and secondarily, on 
the consequent position of the thyroid cartilage 
with reference to the cricoid. 

Frank J. McGowan, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Griswold, R. A., and Jelsma, F.: The Relationship 
of Chronic Subdural Hamatoma and Pachy- 
meningitis Hemorrhagica Interna: A Report 
of Eight Cases, with the Report of Finding Bile 
Pigment in the Hematoma. Arch. Surg., 1927, 
XV, 45. 


Recently emphasis has been placed upon chronic 
subdural haematoma as a definite clinical and patho- 
logical entity. Putnam and Cushing in 1925 re- 
ported twelve cases and reviewed the literature. 
The authors report eight additional cases. In five: 
of the cases there was a history of alcoholism and in 
three a history of trauma. In two of the others, a 
complete history was not obtainable. Autopsies in 
all cases showed well-formed hamatomata in differ- 
ent stages of organization. There was no essential 
difference in the pathological appearance in the cases 
with and without trauma, and the authors believe any 
difference to be in the degree of organization rather 
than in type. In some of the cases there was a high 
concentration of bile pigment, a finding with an 
interesting bearing on the theory that the living 
cells of the meninges are potential, if not normal, 
members of the reticulo-endothelial system and as 
such are concerned in the formation of bile pigment, 
at least under pathological conditions. 

Symptoms of chronic subdural hamatomata are: 
(1) those due to increased intracranial pressure, viz., 
headache, vertigo, vomiting, slow pulse, and choked 
disk, and (2) those due to localized disturbances, 
viz., paralysis, aphasia, convulsions, etc. Menin- 
gismus may occur from meningeal irritation. ‘There 
may be any combination of symptoms; some may be 
fleeting or variable and atypical or incomplete. 
There is commonly a latent period. The common 
syndrome is headache, vertigo, vomiting, psychosis, 
coma, and death. Increased reflexes, spasticity of 
various muscle groups, and cranial nerve involve- 
ments are common. The spinal fluid, usually normal, 
may be xanthochromic or bloody. 

This condition should be considered in all cases 
presenting the series of symptoms described, and 
— treatment should be instituted if it is indi- 
cated. 

Seven of the eight cases are reported. The article 
contains photographs of the gross specimens and 
photomicrographs. ALBERT S. CraAwrorp, M.D. 


Bailey, P.: Further Remarks Concerning Tumors 
of the Glioma Group. Bull. Johns Hopkins 
Hosp., Balt., 1927, xl, 354. 

This article may be regarded as a supplement to 

Bailey and Cushing’s monograph on tumors of the 
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glioma group which was published last year. The 
study and classification were undertaken in the hope 
that a more accurate understanding of these tumors 
might shed some light on the prognosis. 

The new classification and a table showing the 
relationship of the new nomenclature to the old in 
the ten major classifications recognized in the liter- 
ature are followed by a brief discussion of the types 
with case histories, and photomicrographs. There 
are also mixed or transitional forms. As it has been 
said that gliomata are too varied in their structure 
for classification, the author suggests that the word 
“grouping” might be better than the term “classi- 
fication.”” Some of the transitional forms studied 
were so closely allied to one or another group as to 
reasonably fall therein even though not entirely 
typical. 

Several of the seventeen tumors listed by Bailey 
and Cushing as “atypical” have been placed in one 
or another group after further study. A table of 
the average survival period in the ten main groups 
shows a variation of from fifteen months in cases of 
medulloblastoma to seventy-six months in cases of 
astrocytomata. ‘This demonstrates strikingly that 
gliomata are not all hopeless; a large percentage of 
them are among the most favorable intracranial 
neoplasms for surgical treatment. 

The interest and alertness of the medical profession 
with regard to these tumors is shown by the fact that 
in Cushing’s clinic half as many tumors have been 
verified in the last three years as in the preceding 
twenty years. 

In cases of medulloblastomata and those of spongi- 
oblastomata multiforme it is advisable to push 
roentgen-ray therapy to the limit of tolerance. 

In the author’s opinion it is possible to subdivide 
the majority of gliomata into groups with a char- 
acteristic structure; to gain some insight into the 
reasons for their structural variability; and to attach 
to each group a certain prognostic significance. 

C, ANDERSON, M.D. 


Symonds, C. P.: Some Points in the Diagnosis and 
Localization of Brain Abscess. J. Laryngol. & 
Otol., 1927, xlii, 440. 

Symonds limits his discussion to abscesses arising 
from suppuration of the middle ear and situated 
entirely within the dura mater. 

The important sign of the onset of an abscess in 
the temporal lobe and in the cerebellum is headache. 
This is occasional and not always severe. Headache, 
vomiting, drowsiness, and slow pulse are the cardinal 
signs of an advanced cerebral or cerebellar abscess 
and signify an obstructive hydrocephalus. Besides 
the intermittent headache, signs of local damage 
caused by the abscess and a history of discharging 
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otitis media or a mastoid operation with subsequent 
signs of an infection are of value in the early diagnosis. 

Suboccipital headache has some importance in 
the early diagnosis of cerebellar abscess. A common 
late symptom is bifrontal or general headache. 
Since the cerebellar abscess is usually deep in the 
lateral lobe, there is incoordination in the movements 
of the limbs on the same side. Disturbance of 
equilibrium and a reeling gait are later develop- 
ments said to be less common. Nystagmus with a 
tendency toward deviation of the eyes away from 
the side of the lesion with the quick component to 
the side of the lesion is another sign of value. 

In the localization of a left temporal lobe abscess 
in right-handed persons, aphasia is of outstanding 
value. The signs of temporal lobe abscess common 
to both sides are slight weakness of the opposite 
side of the face, chiefly of the lower half, absence of, 
or a decrease in, the superficial reflexes, and an 
increase in the deep reflexes with a positive or 
doubtful Babinski sign and a homonymous defect 
in the opposite visual fields, the quadrants affected 
being those which lie opposite the abscess as regards 
its situation in the superior or inferior bundle of the 
optic radiation. 

In cases of localized brain abscess the cerebro- 
spinal fluid shows an increased protein content and 
a moderate increase in cells, mainly in the lympho- 
cytes. The chloride content is normal, and sugar 
reducing bodies are present. 

Superficial abscesses following otitis media or 
operation have been known to develop beneath the 
arachnoid membrane in the neighborhood of the 
Sylvian fissure and cause jacksonian epilepsy. 

Localized non-suppurative encephalitis is the pre- 
suppurative stage of inflammation in the formation of 
a brain abscess and may become arrested at this 
stage. There is a doubt in the author’s mind as to 
whether a localized non-suppurative encephalitis 
can occur in relation to otitis media. Symonds re- 
ports three cases with physical signs resembling 
those of cerebral abscess. The symptoms followed 
otitis media, and in the two cases that were operated 
upon no abscess was found. The third patient was 
watched for weeks and finally recovered without 
operation. CLARENCE V. BateMAN, M.D. 


Cushing, H.: The Meningiomata Arising from the 
Olfactory Groove and their Removal by the Aid 
of Electrosurgery. Lancet, 1927, ccxii, 1329. 


Meningiomata originating in the olfactory groove 
have been repeatedly encountered by Macewen, 
Cleland, and Cruveilhier, and were described by 
Virchow in his classical work on tumors. 

Cushing says, ‘To know before operating, not 
only where a growth is to be found, but what its 
nature will be, must be one’s aim if he is successfully 
and intelligently to deal with an intracranial tumor 
of any kind.” 

Meningiomata of the olfactory groove have been 
mistaken for various troubles, including ethmoiditis, 
retrobulbar neuritis, and disturbances of the pituitary 
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gland. In the diagnosis, a syndrome of symptoms 
with a peculiar chronological relationship is of value. 
There is probably first a primary anosmia of one 
side. The second symptom is homolateral failure of 
vision due to primary optic atrophy caused by direct 
pressure on the optic nerve, and the third symptom 
complete anosmia due to extension of the tumor. 
The fourth symptom is increased intracranial tension 
also due to enlargement of the tumor with subse- 
quent papilloedema and symptoms of mental deteri- 
oration. 

Recently perfected technique and instruments 
have made the operative treatment of brain tumors 
much more efficient. The means for transfusion 
should always be in readiness. Hemostasis is 
brought about by the use of silver clips or pieces of 
muscle cut from adjacent tissue. Blood from the 
wound can be collected conveniently by means of a 
suction apparatus and citrated to prevent laking. 


In case of dangerous exsanguination this blood can 
-be transfused back into the patient. Among the 


instruments, the electrocautery needle or knife which 
works on the principle of coagulation or fulguration 
of the tissues is greatly superior to other means of 
removing brain tumor tissue, though as yet the 
electrocautery device is in the experimental stage. 
CLARENCE V. BATEMAN, M.D. 


Bunnell, S.: Suture of the Facial Nerve within the 
Temporal Bone; with a Report of the First 
Successful Case. Surg.,Gynec. & Obst., 1927, xlv, 7. 


This is the first report of the repair of the facial 
nerve by direct suture in the region of the middle 
ear. The historical development of facial nerve 
anastomosis is reviewed. Faure, in 1898, first per- 
formed a spinofacial anastomosis, and Koerte, in 
1901, the first hypoglossofacial anastomosis. Since 
Ig0I, Many surgeons have anastomosed the spinal 
accessory and hypoglossal nerves to the cut seventh 
nerve and recently it has become customary to 
suture the proximal end of the descendens hypo- 
glossi to the distal cut end of the nerve used in the 
main anastomosis. 

The favorable results of these methods are the 
return of muscle tone and voluntary movement to 
the paralyzed side of the face and the restoration of 
symmetry when the face is at rest. The untavorable 
results are absence of emotional facial expression, 
atrophy of the muscles whose nerve was scarified, 
loss of the normal associated movements, and the 
development of troublesome dissociated movements. 

Direct suture of the facial nerve restores emotional 
expression and does not have the disadvantages 
of the other methods. Although it is technically 
difficult, it should be attempted as it may be suc- 
cessful and if it fails nothing is lost and another 
method may be used. 

The selection of suitable cases is essential. Le- 
sions above and below the desired level can be ruled 
out by careful examination of the cranial nerves. 
Suitable cases are those with complete facial paraly- 
sis and homolateral loss of taste over the anterior 
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two-thirds of the tongue, diminished saliva, and 
hyperacusis. If the paralysis develops at once after 
a mastoid operation the lesion is probably in the 
vertical bony canal. If it precedes the operation 
it is probably inflammatory and may clear up after 
mastoid drainage. Even when the nerve is trauma- 
tized it may recover spontaneously, and ample time 
should be allowed for this. After a year, not much 
can be expected without surgery. 

The author’s case was that of a man of 29 years 
with complete paralysis which had come on immedi- 
ately after a mastoidectomy and had persisted for 
four months. At operation which exposed the nerve 
in its vertical course from the genu to the parotid 
gland a neuroma was found and the nerve freed in 
its entire course. About 8 mm. was gained by 
chiseling away the entire vaginal process, and the 
nerve ends were approximated without tension. 
The suturing was difficult because of the depth of the 
nerve and the narrowness of the space. A muscle 
pedicle graft was turned from the sternocleido- 
mastoid to cover the suture line and fill the bony 
space. The patient showed signs of.improvement 
within six months, and at the end of sixteen months 
was practically entirely normal. The article includes 
five photographs to demonstrate the return of func- 
tion, including perfect facial expression. After per- 
forming this operation the author found that Ney 
suggested it as a possibility in 1922 although he did 
not perform it. ALBert S. Crawrorp, M.D. 


PERIPHERAL NERVES 


Brickner, W. M.: Brachial Plexus Pressure by the 
Normal First Rib. Ann. Surg., 1927, Ixxxv, 858. 


Pressure on the brachial plexus or subclavian 
artery by a cervical rib or a band of fibrous tissue 
extending from the end of a rudimentary cervical 
rib may be duplicated by the pressure of a normal 
first rib. Many of the cases reviewed by the author 


had been diagnosed as neuritis, neuralgia, or pro- - 


gressive muscular atrophy. A few were traumatic 
in origin, but in the majority the symptoms devel- 
oped spontaneously. The symptoms were often 
increased or brought on by added weight in the 
hand or on the shoulder. In most cases the symp- 
toms were the same as those attributed to cervical 
rib pressure, namely, pain or sensory disturbance 
in the region supplied by the lower trunk of the 
brachial plexus. This trunk is formed by the eighth 
cervical and first dorsal roots, and supplies the 
inner aspect of the arm and forearm and the fourth 
and fifth fingers. The sensory disturbances noted 


were coldness and weakness of the hand and pain 
in the arm and forearm. Objectively, the proto- 
pathic sensibility was more affected than the 
— a dissociation described by Stopford as 
characteristic of nerve compression. 

In two cases reported by other surgeons a cervical 
rib was present, but the pressure was due to a normal 
first rib and the symptoms were relieved by resec- 
tion of the first rib only. 

Of the six cases reported in this article, three were 
due apparently to dragging of the plexus over a 
normal first rib. These were marked by pain and — 
paresthesia and were relieved by elevation of the 
shoulder and exercises to strengthen the trapezius. 
One showed a rudimentary cervical rib on the un- 
affected side and an apparently anomalous condi- 
tion of the articulation of the sixth and seventh 
cervical vertebre on both sides. In this case also 
relief was obtained from elevation of the shoulder. 
In two of the cases the affected extremity was from 
34 to 1 in. longer than the unaffected one, but in 
another patient the unaffected side was longer. 

There were two cases showing intermittent severe 
pain and oedema of the extremity believed to be 
due to pressure on the plexus by a normal first rib. 
In one of these, spontaneous recovery occurred in 
a few weeks. In the other, a portion of the first rib 
was removed and the symptoms were promptly 
relieved but returned six months later on the resump- 
tion of rather strenuous manual activity. Other 
possible causes for the return of symptoms in some 
instances are: (1) the removal of an insufficient 
amount of the rib; (2) callus formation or adhesions; 
(3) intraneural fibrosis from long-continued pres- 
sure; and (4) the production of the symptoms by an 
unknown vasomotor disturbance. 

The incision which allows adequate exposure and 
is best for cosmetic results is a curved collar in- 
cision, 12 cm. in length, extending from near the 
insertion of the sternomastoid to the trapezius and 
crossing the plexus. Retraction of the plexus must 
be frequently interrupted. A narrow-beaked an- 
gular rongeur is used for resecting the rib. The 
scalenus anticus is cut to relieve possible pressure 
on the subclavian artery, and the dead space is 
subsequently reduced by suturing the retracted 
portion to the undivided portion. The phrenic 
nerve on the scalenus anticus and the long thoracic 
nerve on the scalenus medius are to be identified 
and avoided in cutting the muscles. Drainage is 
unnecessary if the wound is dry. Further oblitera- 
tion of the dead space is obtained by pressure with 
the gauze dressing. 
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SURGERY OF THE CHEST 


CHEST WALL AND BREAST 


Cheatle, Sir G. L.: The Important Early Symptoms 
in Diseases of the Breast. Brit. M. J., 1927, ii, 47. 


This article begins with an academic discussion 
ot the various elements of the breast structure which 
may undergo hyperplasia and give rise to nodules, 
and the variety of stimuli which may occasion the 
hyperplasia. 

The practical part of the article is concerned with 
the early symptoms of breast carcinoma. According 
to the author, the most important of these are: 

1. a. Nodularity localized to one part of the 
breast or more marked in one part. b. A lump in the 
breast (without the classical and late accompanying 
signs of retraction of skin and glands in the axilla). 
He warns against mistaking nodularity of the over- 
lying fat for nodularity of the breast proper. Exci- 
sion and microscopic examination are indicated. 

2. Pain. The author believes this a common 
early symptom and thinks that a lancinating pain in 
one part of the breast is a sufficient indication for 
exploratory operation. 

3. A spontaneous intermittent discharge of blood 
or serum from the nipple. This may be caused by a 
duct carcinoma, a carcinoma deep in the terminal 
ducts and acini, and duct papillomata. Since these 
conditions are either cancerous or pre-cancerous, 
simple amputation of the breast is indicated even if 
no lumps or nodules are palpable. 

4. Gradual retraction of the nipple. This is an 
indication forexploration. Jerome R. Heap, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Holman, E.: Tuberculous Pulmonary Suppuration: 
Clinical and Experimental Considerations. 
Northwest Med., 1927, xxvi, 327. 


Holman reviews the history and rationale of the 
surgical treatment of pulmonary tuberculosis and 
reports the results of experiments in the production 
of pulmonary tuberculosis in dogs. 

Carson of Liverpool in 1821 was the first to sug- 
gest that the healing of tuberculous pulmonary 
lesions might be facilitated by collapse of the lung 
by artificial pneumothorax or the resection of ribs. 
Not until 1882 was artificial pneumothorax re-dis- 
covered by Forlanini*and successfully applied. De 
Cerenville in 1885 was the first to attempt to secure 
rest and collapse by resection of ribs. He removed 
segments of the second and third ribs anteriorly to 
effect the collapse of large apical cavities. Brauer 
and Friedrich recognized the necessity for more 

_ extensive resections. 

In 1895 Gourdel showed experimentally that the 

most effective method of narrowing the thoracic 


cavity is the removal of sections of the ribs poste- 
riorly as far as the tips of the transverse processes 
of the vertebra. Wilms in 1914 made use of this 
principle and resected posterior segments of the first 
to eleventh ribs, inclusive, through a long paraverte- 
bral incision. Sauerbruch adopted this operation, 
advised performing it in two stages, and preceded it, 
in many instances, by extraction of the phrenic 
nerve, an operation first done by Stuertz in 1911 for 
tuberculosis of the lower lobe. 

These three procedures, artificial pneumothorax, 
the extrapleural thoracoplasty of Wilms, and extrac- 
tion of the phrenic nerve, have become the accepted 
methods in the surgical treatment of pulmonary 
tuberculosis. The principles underlying all of them 
are collapse and rest which decrease the absorption 
of toxins and favor the fibrosis of active lesions and 
the healing of cavities. The first accomplishes it by 
collapsing the lung away from the chest wall; the 
second, by allowing the chest wall to fall in upon 
the lung; and the third, by paralyzing and elevating 
the diaphragm against the lung. 

Artificial pneumothorax is indicated in all pre- 
dominantly unilateral cases of pulmonary tubercu- 
losis which do not yield readily to routine rest 
therapy. The disadvantages of this method are 
that the necessity for frequent refills, the possibility 
of re-activation of the process on re-expansion of the 
lung, the development of serous effusions in 50 per 
cent of the cases and of purulent effusions in 5 per 
cent, and the fact that pleural adhesions prevent its 
application in many cases in which collapse is indi- 
cated. It is applicable, however, in many acute 
cases in which the condition of the patient contra- 
indicates thoracoplasty. 

With thoracoplasty, the best results are obtained 
when the lesion is of the productive fibroid type. 
The operation is indicated in the following groups of 
cases: (1) those in which fibrosis and cavitations are 
predominantly unilateral and pneumothorax cannot 
be established; (2) those in which pneumothorax is 
impossible and frequent serious hemorrhages occur; 
(3) those in which pneumothorax has become com- 
plicated by an empyema; and (4) those in which 
pneumothorax is effectual as long as it is maintained, 
but recrudescence of the disease occurs whenever the 
lung is permitted to re-expand. 

Of 1,159 patients subjected to thoracoplasty who 
were studied by Alexander, 36.8 per cent were 
cured, 24.4 per cent were benefited, 19.4 per cent 
were not benefited or were made worse, and 13.2 
per cent died within the first two months after the 
operation. It is practically certain that all of the 
patients would have died if the operation had not 
been performed. The author believes that the re- 
sults of the treatment will be considerably improved 
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when the indications and technique become better 
understood. Jerome R. Heap, M.D. 


Sauerbruch: The Origin and Surgical Treatment 
of Bronchiectasis (Zur Frage der Entstehung und 
chirurgischen Behandlung von Bronchiektasen). 51 
Tag. d. deutsch. Ges. f. Chir., Berlin, 1927. 


Heretofore bronchiectasis has almost always been 
looked upon as a sequela of definite inflammatory 
processes of the lungs; only rarely has it been re- 
garded as of congenital origin. Sauerbruch has come 
to the conclusion that the majority of the cases are 
due to congenital cystic dilatations of the bronchial 
tree. He offers as evidence the facts that 80 per cent 
of the bronchiectases are found in the left lower lobe; 
that there is no evidence of inflammatory disease in 
the exposed left lower lobe; that even on gross inspec- 
tion pathological changes are seen in the bronchial 
tree but not in the pulmonary tissue; and that the 
history usually includes catarrhal conditions in 
childhood, and a pneumonic disease is not demon- 
strable. 

Sauerbruch reports four cases. In the first two he 
assumed the existence of residual empyema cavities 
and therefore performed a thoracotomy. It proved, 
however, that the cavities were in the lung. Profit- 
ing by this experience, in the last two cases he made 
the diagnosis of pulmonary cysts even before the 
operation. The examination of the cysts revealed 
the same structure as that of congenital bronchial 
cysts (changes in the epithelium of the bronchi with 
intact pulmonary tissue). 

The frequent occurrence of bronchiectasis in the 
left lower lobe may be explained by embryological 
development. The lung develops from a bud from 
the pharyngeal tube at a time when the develop- 
ment of the heart is quite well advanced. On the 
right side there is considerable room for develop- 
ment, whereas the left half of the heart forms a wall 
and the duct of Cuvier constitutes a marked ob- 
struction to the budding bronchi. The size of the 
cysts will vary according to the time at which they 
are formed. 

Persons with congenital bronchial cysts may not 
be very ill. Only the occurrence of infection makes 
them invalids and leads to chronic disease. In the 
chronic stage a cure can be obtained only by resec- 
tion of the lower lobe. Sauerbruch does this as a 
matter of routine. STETTINER (Z). 


Clerf, L. H.: Bronchiectasis Associated with Dis- 
ease of the Nasal Accessory Sinus: Etiology and 
Bronchoscopic Treatment of Bronchiectasis. 
Arch. Otolaryngol., 1927, vi, 28. 


The author discusses the theory originally ad- 
vanced by Mullin that infection ot the nasal acces- 
sory sinuses is the cause of certain cases of bron- 
chiectasis. This theory maintains that infection 
travels from the sinuses to the bronchi either by the 
lymphatics which drain into the veins and thence to 
the right heart and lungs, or by direct aspiration. 
There is thus established a chronic bronchitis which 


eventually produces weakening and dilatation of the 
bronchi. Mullin found involvement of the sinuses 
in practically all cases of bronchiectasis observed by 
him. The author cites as confirmatory evidence the 
bronchoscopic finding of laryngotracheobronchitis in 
cases of accessory sinus infection. He believes that 
the clinical and experimental evidence is sufficient to 
warrant the acceptance of Mullin’s theory. 

He believes also, however, that bronchiectasis 
is often due to pneumonia, influenza, foreign body, 
abscess, and tuberculosis. 

The cases secondary to sinus disease usually have 
a history of productive cough from an infection in 
childhood or an attack of influenza. There may or 
may not be a history of nasal symptoms, but the 
nasal condition is revealed always by examination. 
Examination of the chest commonly shows bilateral 
involvement of the lower lobes and sometimes of the 
middle lobe. The bronchiectasis may be cylindrical 
or sacculated, and commonly involves the terminal 
bronchioles. 

Attention is called especially to the cases of 
children who have recurrent colds and a persistent 
non-productive cough. Frequently such children 
show bronchitis. Clerf believes that in these cases 
bronchiectasis will follow unless it is prevented by 
the treatmerit of infected sinuses and endobronchial 
medication. 

All patients with bronchiectasis should be exam- 
ined for disease of the accessory sinuses, and, if this 
is found, should be given proper treatment. Even 
if the sinus condition is not the cause of the bron- 
chiectasis, it probably affects its course unfavorably. 

Jerome R. Heap, M.D. 


Aschner, P. W.: Embolic and Metastatic Phenom- 
ena in Pleural and Pulmonary Infections. 
Ann. Surg., 1927, \xxxvi, 41. 


The author comments upon the well-recognized 
frequency of embolic abscess of the brain secondary 
to pulmonary and pleural suppuration and of cere- 
bral air embolism occurring during thoracic opera- 
tions, the irrigation and dressing of thoracic wounds, 
or during simple exploratory aspiration. 

Taking it for granted that these are caused by the 
entrance of clots or air into the systemic circulation 
from the pulmonary veins, he discusses the subject 
with regard to the following questions: 1. Do emboli 
from the pulmonary circulation lodge in parts other 
than the brain? 2. Are such emboli always septic? 
3. If so, do they always result in suppurative meta- 
static lesions? 4. Does the occurrence of peripheral 
embolic phenomena in a case of empyema always 
indicate an underlying suppurative focus in the 
lung? 5. If not, how may such instances be ex- 
plained? 

Cases bearing upon these points are cited and the 
following conclusions are drawn: 

The peripheral complications of pleural and pul- 
monary infections may be classified as embolic 
(dislodgment of septic or aseptic clots) and metastat- 
ic (bacteremia from a focus in the pulmonary 
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veins). The embolic complications may be septic or 
aseptic. They may occur in both suppurative or 
non-suppurative lung infections, but are more com- 
mon in the latter. They are referable to thrombotic 
and phlebitic lesions of the pulmonary veins. They 
may involve not only the brain, but also the arteries 
of the extremities. They may involve the spleen 
and the kidneys. In cases of empyema the embolic 
complication should be referred to the underlying 
pulmonary disease rather than to the empyema. In 
all of sixty-nine cases of empyema coming to autopsy, 
inflammatory lesions were present in the lungs. 

Metastatic infections of the soft parts, joints, 
epiphyses, and flat bones occur in pleural and pul- 
monary infections. 

The clinical observation of the association of 
embolic phenomena with hemoptysis and _post- 
operative hamorrhage is in accordance with the 
postmortem evidence of vascular lesions in the lung 
parenchyma as the underlying causative factor of 
such phenomena. Jerome R. Heap, M.D. 


Allen, D. S.: The Etiology of Empyema; Haemo- 
thorax in Idiopathic and Postoperative Em- 
pyema. Surg., Gynec. & Obst., 1927, xlv, 23. 

It has been noted that experimental contamina- 
tion of the pleural cavity by the injection of a 
bacterial suspension seldom produces empyema. 
Other factors seem to be necessary for the produc- 
tion of this condition. The réle of the closed pneumo- 
thorax has already received due attention, but the 
significance of the hemothorax following a clean 
thoracotomy has failed to receive sufficient consider- 
ation. 

The author first noted the importance of a re- 
maining hemothorax in the causation of empy- 
ema during an experimental series of transpleural 
cardiac operations. In subsequent experiments he 
found that the injection into the pleural cavity of 
the hemolytic streptococcus with a small amount 
of blood resulted in empyema in every instance, 
whereas when merely the bacterial suspension was 
injected the incidence of empyema was much lower. 
A similar series in which an unattenuated Pneumo- 
coccus IIT was used resulted in the same findings. A 
total of 150 experimental observations is recorded 
in this series. In forty experiments in which the 
pleural cavity was contaminated by virulent bac- 
teria in the presence of a haemothorax, empyema 
developed in too per cent. Of twenty-four control 
animals in which the same bacteria were used with- 
out a remaining haemothorax only 12 per cent devel- 
oped empyema. When only very slight haemothorax 
is associated with the presence of bacteria the 
incidence of empyema is usually lower. 

The author is of the opinion that idiopathic 
empyema following pneumonia is due to the intru- 
sion of blood into the pleural cavity as the result of 
the rubbing*together of the inflamed pleural mem- 
branes or the rupture of small vessels by coughing. 
The green color of early cases of pneumococcal 
empyema is due to a derivative of hemoglobin of the 
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red blood cells—methzmoglobin. At autopsy follow- 
ing pneumococcal empyema the pleural cavity is 
frequently found covered with granulation tissue 
and shows the presence of gross blood. The author 
concludes from this that idiopathic empyema may be 
ushered in by a spontaneous hemothorax which is or 
becomes injected with the pneumococcus or strepto- 
coccus. Roperick V. Grace, M.D. 


(ESOPHAGUS AND MEDIASTINUM 


Norlén, S.: A Case of sophageal Peptic Ulcer. 
Acta chirurg. Scand., 1927, \xi, 561. 


A man 44 years of age had been troubled for ten 
years with indefinite abdominal symptoms associated 
with vomiting and malaise, and recently had shown 
signs of progressive anemia, which was verified by 
examination of the blood. Suddenly he was taken 
ill with clinical symptoms resembling those of 
peritonitis due to the perforation of a gastric ulcer. 

A laparotomy was performed, but the findings 
were negative. The patient died after having been 
ill for about sixteen hours. After the operation the 


pre-operative symptoms persisted, and during the ~ 


last few hours there were, in addition, pains in the 
chest and subcutaneous emphysema of the chest and 
neck. 

Autopsy revealed in the oesophagus, just above the 
cardiac end, a large ulcer which had perforated into 
the mediastinum and the left pleural cavity. The 
pleural cavity contained air and ventricular fluid. 

Microscopic examination showed the ulcer to have 
the typical appearance of a peptic ulcer with chronic 
as well as acute inflammatory changes. At the 
edges of its base the stratified epithelium which 
normally covers the cesophageal mucous membrane 
was lacking and there were cardiac glands and 
typical fundus glands with columnar and _ hydro- 
chloric-acid-producing cubical cells. 

In the author’s opinion, this structure of the 
mucous membrane plays an important part in the 
production of peptic ulcer of the oesophagus. His 
assumption is supported by cases reported in the 
literature in which islands ef gastric mucous mem- 
brane were found in peptic ulcers of Meckel’s 
diverticulum. 


Wright, A. J., and Hadfield, G.: Carcinoma of the 
(Esophagus: Treatment by Diathermy. Brit. 
J. Surg., 1927, XV, 71. 

Souttar, H. S.: The Treatment of Carcinoma of 
the (sophagus: Based on 100 Personal Cases 
and Eighteen Postmortem Reports. Brit. J. 
Surg., 1927, Xv, 76. 

Waricut describes a method which he devised for 
the palliative treatment of carcinoma of the cesoph- 
agus with diathermy. Under direct vision through 
the cesophagoscope, a specially constructed bougie 
fitted with a diathermy electrode is passed beyond 
the stricture and drawn back until it fits snugly 
against the lower limit of the latter. The current is 
then turned on and the bougie drawn steadily out 
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until the electrode comes into view. This produces 
necrosis of the growth so that the lumen becomes 
large enough for the passage of ordinary foods. The 
author states that by this procedure life can be pro- 
longed and made comfortable and a gastrostomy 
avoided. He has used the method for two years, 
but does not report the number of cases treated. It 
is not applicable unless the constriction is annular. 

HApFIELD describes the pathological picture seen 
in the oesophagus of a patient who died seventeen 
days after being treated by diathermy as described. 
Death occurred from sudden cardiac failure and was 
not in any way the result of the treatment. 

The diathermy had destroyed the mass of car- 
cinomatous tissue seen during life to project into the 
lumen of the tube and there was left a granulating 
ulcer the surface of which was on the same level as 
the normal mucosa above and below. No stenosis 
was present. The effect of the treatment on the 
muscle underlying the growth was to cause a wide- 
spread inflammatory reaction which in some places 
had almost buried the carcinomatous infiltrations 
with inflammatory cells but in other places had left 
them practically unaffected. 

Sourrar states that the cesophagus is the site of 
4 per cent of all malignant lesions. The annual 
mortality in England and Wales from this condition 
is 1,600 deaths, 1,200 of which are those of males. 
The problem of treatment and alleviation is there- 
fore important. In men, cancer of the oesophagus is 
a disease of later life, occurring in 96 per cent of the 
cases after the age of 45 years and in 88 per cent 
after the age of 50 years, and being most common 
between the ages of 65 and 70 years. In women, the 
incidence of the lesion is highest between the ages 
of 40 and 75 years, and 8 per cent of the cases are 
those of patients under 40 years of age. In women 
the site of the growth is more commonly at the 
upper end of the oesophagus, whereas in men it is at 
the lower end. 

The growth is usually a squamous cell epithelioma, 
but there is a rarer medullary form arising from the 
glands and a still rarer columnar type which usually 
extends upward from the cardiac end of the stomach. 
All of these spread by the lymphatics and tend to 
grow around the lumen and cause stenosis. . They 
may involve as much as 6 in. of the tube. 

From his study of the pathology in eighteen cases 
which came to autopsy the author concludes that, 
rather than a disease of low malignancy, as is 
generally believed, carcinoma of the oesophagus is 
highly malignant and fails to produce widespread 
metastases only because the local growth, by involv- 
ing neighboring vital organs, kills so quickly. He 
believes that in most instances the condition is 
beyond surgical cure soon after the appearance of 
symptoms. In eighteen cases in which the average 
duration of symptoms ranged from four to seven 
months the causes of death were invasion of the 
lungs in four; perforation of a bronchus in three; 
perforation of the trachea in three; perforation of the 
aorta in one; hemorrhage from the growth in one; 


subphrenic abscess in one; metastases to the brain 
in one; and exhaustion and pneumonia in four. 

These findings have led Souttar to conclude that 
surgical cure is out of the question. For palliation 
he has devised a method of intubation with a flexible 
silver wire tube which is inserted through the 
cesophagoscope. With the tube in place the patient 
can continue to swallow ordinary foods until death 
from the natural course of the disease. 

In fifty cases there was a mortality of 4 per cent. 
The mortality following gastrostomy in twenty 
cases was over 30 per cent (seven deaths). 

Jerome R. Heap, M.D. 


MISCELLANEOUS 


Committee of the National Tuberculosis Associa- 
tion: Report on Clinical and Roentgen-Ray 
Findings in the Healthy Adult Chest. Am. J. 
Roentgenol., 1927, xvii, 507. 

Following the report of the Committee of the 
National Tuberculosis Association on the chest of 
the healthy child in 1922, the same committee was 
requested to continue their study on the healthy 
adult chest. The committee consisted of: H. K. 
Pancoast and H. R. M. Landis, of the University 
of Pennsylvania, F. H. Baetjer and C. R. 
Austrian of the Johns Hopkins University, and 
H. K. Dunham and Roger Morris, University of 
Cincinnati. 

The internist members of the Committee sub- 
mitted 280 persons with clinically healthy chests to 
the roentgenologists of the committee for study. 
For purposes of comparison, these persons were 
divided into two groups, those between 18 and 30 
years of age being placed in one group and those who 
were older in the other group. 

It was found that calcification of the costal 
cartilages and scoliosis of mild degree have no signif- 
icance, and that in emphysema and deep breathers, 
the ribs are no farther apart but come off from the 
spine at more nearly a right angle and are more 
nearly horizontal. 

The right dome of the diaphragm is about 1.5 cm. 
higher than the left in full inspiration. Regular in- 
equalities or waves in a dome of normal level are 
due to different levels of attachment. Inequalities 
of the upper surface of the liver may prove an 
exception on the right side. Sharp peaks are due to 
abnormal attachments such as pleural adhesions. 

The top of the aortic shadow was found to reach 
a level lying between the fourth and the sixth 
thoracic vertebra, and in two-thirds of the cases to 
be at the level of the body of the fifth vertebra. A 
description of the level of the bifurcations of the 
trachea should be that of the carina. This was 
found to vary between the bodies of the fifth and 
seventh thoracic vertebra. In about two-thirds of 
the cases it was at the level of the sixth vertebra. 
The outer boundary of the hilus shadow is rather 
uncertain, but roughly it is regarded as extending 
to a line limiting the inner zone or third of the lung 


& 
n 
d 
n 
y 
n 
2 
n 
e 
d 
1e 
1€ 
ye 
ic 
1€ 
ne 
id 
O- 
he 
he 
lis 
he 
m- 
l’s 
he 
rit. 
of 
ses 
for 
igh 
gie 
ynd 
gly 
tis 
out 


440 


field. The extent of the hilus shadow from above 
downward is approximately two interspaces and a 
rib on the right side and slightly less on the left side. 

The trunk shadows were commonly found to be- 
come more prominent with advancing years. This 
is an increase in density rather than in width. It 
was generally agreed that thickening or increased 
prominence of the trunks to the apices is unusual 
in the healthy chest. 

Calcifications were almost always noted in one 
or both hila. In the absence of evidences of pul- 
monary disease they were disregarded except as 
evidence of past infection. The so-called “inverted 
comma” was also frequently found, and was 
usually on the right side. It is a normal appearance, 
never representing a pathological condition. 

The lateral view of the chest showed that the 
anterior border of the heart shadow is in contact 
with the anterior chest wall for a variable distance 
from below upward. The heart shadow was super- 
imposed upon the shadow of the anterior half of the 
diaphragm. In the posterior cardiophrenic angle 
there was a faint shadow which was probably a 
composite one produced by the inferior vena cava, 
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the phrenopericardial ligaments, and possibly also 
some fluid contained in a cul-de-sac. This cul-de-sac 
is slightly to the left of the midline and formed by a 
reflection of the posterior pericardium at the postero. 
inferior aspect of the heart. The posterior costo- 
phrenic sulcus is from 6 to 8 cm. lower than the 
anterior in thin persons and about 4 cm. lower in 
stout persons. The right bronchus is anterior to the 
left. The distance between the ascending and de- 
scending arches of the aorta increases with age. 

The following recommendations and suggestions 
are made to roentgenologists: 

1. The term ‘dome of the diaphragm” should 
be used in preference to “diaphragm” to describe 
the curving shadow cast by that muscle. 

2. All measurements made for the location of the 
apex or size of the heart should be made from the 
midline of the body. 

3. An idea of the depth of the hilum as well as its 
length and width should be acquired from stereo- 
scopic or lateral view study. 

4. Familiarity with the lateral view of the healthy 
chest is an excellent basis for the recognition of 
pathological changes. Cartes H. Heacock, M.D. 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Rosenblatt, M. S., and Cooksey, W. B.: Muscle- 
Fascia Suture in Hernia. Ann. Surg., 1927, 
Ixxxvi, 71. 


In the literature of hernia, the advisability of 
suturing red muscle to white fascia is questioned. 
When this was done experimentally in dogs, firm 
union resulted in all cases in which the areolar tissue 
was removed from the muscle and fascia before the 
suturing. 

The general type of union is the same as that 
between fascia and fascia. 

In hernia, it is not always necessary to suture 
muscle to fascia, but, when indicated, such a suture 
may be relied upon if the areolar tissue is first 
removed. SAMUEL Kaun, M.D. 


Dewis, J. W., and Miller, R. H.: Hernia through 
the Foramen of Winslow; Report of a Case with 
Reference to Thirty-Three Other Cases Col- 
lected from the Literature. Surg., Gynec. & 
Obst., 1927, xlv, 95. 


Hernia through the foramen of Winslow is a rare 
condition, there being only thirty-three cases re- 
ported in the literature. The etiology is debatable, 
but in the reported cases there was usually enlarge- 
ment of the foramen associated with undue mobility 
of the intestine. The symptoms, which are generally 
acute, are epigastric pain, vomiting, obstipation, and 
epigastric tumefaction. 

The authors’ case with a history of symptoms of 
seventeen years’ duration suggests the possibility of 
spontaneous reduction and herniation at intervals, 
without symptoms of intestinal obstruction. The 
condition demands active surgical interference pre- 
ceded by gastric lavage. Traction from below or 
pressure from above with or without aspiration of 
the bowel contents is used to reduce the hernia. 
Débridement of the foramen of Winslow may be 
considered. 

X-ray examination of the authors’ patient in an 
interval period was not suggestive of the condition. 

Roverick V. Grace, M.D. 


Bovin, E.: On Fibromyomata in the Mesentery. 
Acta obst. et gynec. Scand., 1927, vi, 135- 


The author reports a case of two fibroleiomyomata 
weighing together 2.2 kgm. which developed in the 
transverse mesocolon and were not connected with 
the intestine or any other organ containing un- 
striated muscle. ; 

The patient, a ii-gravida 29 years of age, recovered 
from the operation for the removal of the tumors 
and seven months later gave birth toa child weigh- 


ing 3.9 kgm. 


GASTRO-INTESTINAL TRACT 


Martin, Veau, Bréchot, Mouchet, and Fredet: Hy- 
pertrophic Stenosis of the Pylorus (Sur la 
st¢nose hypertrophique du pylore). Bull. et mém. 
Soc. nat. de chir., 1927, liii, 324. 

MARTIN reviews twenty-one cases of hyper- 
trophic stenosis of the pylorus. Twenty of the pa- 
tients were males. The ages of the patients ranged 
from 28 to 69 days. The clinical and X-ray diag- 
nosis was confirmed at operation in every case. 
Chloroform anzsthesia was used in the first cases 
and Schleich’s mixture in the others. Gastric 
lavage with Vichy water during the first forty- 
eight hours after the operation, as recommended 
by Fredet, was done in six cases, but did not seem 
to improve the postoperative course and led to 
suffocation accidents. 

In the first nine cases, Martin made a midline 
incision in the upper part of the abdomen. The dis- 
tended stomach could be largely exteriorized. In 
the other cases he made a very high paramedian in- 
cision on the right side, beginning on the lower 
thorax. The peritoneum was incised over the liver. 
The olive-shaped pylorus just under the gall bladder 
was easily dissected with the aid of forceps without 
grasping the pylorus with the fingers. ‘The small 
intestines and the transverse colon were not seen. 
The abdomen was closed in one layer with silk. 
Martin has never seen a pylorus requiring gastro- 
enterostomy. 

The operative complications in these cases are 
hemorrhage, opening of the duodenal mucosa, and 
evisceration. Bleeding is not always manifested at 
operation, and can be largely prevented by limiting 
the operative procedure to the avascular zone. A 
little oozing from oedematous muscle can be con- 
trolled by one or two sutures. When the duodenal 
mucosa is opened—a serious accident—it should be 
closed. In two of Martin’s cases in which this 
occurred, recovery resulted. Evisceration is best 
prevented by making a high incision on the liver or 
using Ombrédanne’s technique. 

In most of Martin’s cases there was postoperative 
fever. Three patients died—one after twenty-seven 
hours with bloody fluid in the peritoneal cavity, 
another after six hours, and the third after nineteen 
days with bronchopneumonia, purulent vaginitis, 
axillary abscess, and persistent vomiting. The third 
child was one of twins and was bottle fed. 

A favorable prognosis depends chiefly on early 
operation performed within eight to ten days after 
the onset of the condition. In cases in which opera- 
tion is performed late, the prognosis is less favorable, 
especially if the infant has lost one-third its birth 
weight. 
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The differentiation between spasm and organic 
stenosis is diflicult. According to the X-ray picture, 
the stomach empties in a single jet in spasm and in 
several jets in stenosis. 

Veau has performed forty-two pylorotomies. 
For the nursling he considers the Fredet operation 
the only justifiable operation. As this procedure is 
simple, he does not fear to induce general anesthesia. 

Brécuor reports that in the cases of cachectic 
infants he uses no anawsthetic, merely placing a 
nipple in the mouth. If the incision is small, the 
straining of the infant will bring only the distended 
stomach and pylorus into the field. 

Moucuer makes a high and very small incision 
just below the xiphoid cartilage. This does not 
expose the small intestine or the transverse colon. 
He incises the pylorus only on the gastric side. 
Ile frees the submucosa with great care, especially 
on the duodenal side. He induces interrupted 
chloroform anwsthesia, especially while opening and 
closing the abdominal wall. In one case he per- 
formed pylorotomy easily without anesthesia and 
with only a nipple in the mouth. 

FRrepET emphasizes that hypertrophic pyloric 
stenosis is curable by a simple extramucous pylo- 
rotomy. In his thirty-three cases, gastro-enterostomy 
was necessary in only two instances. Fredet dis- 
agrees with Veau that gastro-enterostomy is a 
difficult operation in the very small child. 

Stenoses which become cured spontaneously or 
by medical treatment may occur, but are very rare. 
Stenoses cured easily by medical treatment are false 
stenoses. In Fredet’s thirty-three cases in which 
the diagnosis of hypertrophic stenosis of the pylorus 
was verified at operation, there were none which 
appeared susceptible of cure by medical treatment. 

Watrter C. Burkert, M.D. 


Moore, A. B.: Benign Tumors of the Stomach from 
the Roentgenological Point of View. J. Am. 
M. Ass., 1927, Ixxxix, 368. 

Moore summarizes the roentgenological data in 
forty-one cases of benign tumor of the stomach ob- 
served at the Mayo Clinic and fifty-two cases 
recorded by other observers. 

As compared with malignant tumors, benign new- 
growths are rare and compilations indicate that 
scarcely more than 1 per cent of gastric tumors seen 
at operation are benign. Histologically, they show 
great variety. The most common types are mucous 
polyps, adenomata, papillomata, myomata, fibro- 
mata, and hamangiomata. In general, their most 
common site is the pyloric or middle-third of the 
stomach. As a rule, they project into the gastric 
lumen and are pedunculated. Only a small minority 
project outside the stomach. They are often quite 
small, but vary in size. They are likely to be ovoid, 
and are subject to superficial ulceration. Single 
tumors predominate, but most varieties may be 
multiple. 

Exogastric tumors seldom produce symptoms ref- 
erable to the stomach. Endogastric tumors of con- 
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siderable size and smaller ones which obstruct the 
pylorus give rise variously to epigastric distress, 
vomiting, hamatemesis, melwna, achlorhydria, and 
an increase of mucus. ‘The tumor is seldom palpable. 
Secondary anemia from repeated loss of blood is 
often the sole definite sign. On the whole, the 
symptoms and signs are suggestive of gastric cancer 
or ulcer, and one or the other is usually the clinical 
diagnosis. 

Roentgenologically, exogastric tumors produce de- 
formity of the gastric shadow which is likely to be 
misinterpreted as that produced by cancer or ulcer. 
Endogastric tumors have rather striking features 
which make the diagnosis possible in a high percent- 
age of cases. The filling defect is generally central 
rather than marginal, smoothly and sharply con- 
toured, and usually rounded or oval; as a rule, 
screen examination with approximation of the gas- 
tric walls by manual pressure is necessary to reveal 
the tumors. The gastric outline is commonly pre- 
served, although it may be faint. The pedicle of a 
tumor may be traceable, the gastric wall is pliant, 
and peristalsis is likely to be preserved. The ruge 
adjacent to the tumor are not obliterated as in can- 
cer or thrown into convergent folds as in ulcer. A 
mass can seldom be felt. Multiplicity of the growths 
is strongly indicative of benignity; in classical 
examples of gastric polyposis the gastric shadow has 
the appearance of a coarse sponge. Growths confined 
to the antrum and obstructing the pylorus may be 
difficult to distinguish from cancer or ulcer, but a 
benign tumor which has prolapsed into the duodenal 
bulb produces a characteristic central bulbar defect. 


Hughson, W.: The Relation of the Pylorus to 
the Duration of Experimental Gastric Ulcer. 
Arch. Surg., 1927, xv, 66. 


To determine the relation of pylorospasm to the 
duration of gastric ulcer the author performed experi- 
ments on dogs. Ulcers were produced on the lesser 
curvature of the stomach by excising a small portion 
of the gastric mucosa and infiltrating the sub- 
mucosa with silver nitrate. In some of the animals 
an attempt was made to obtain partial occlusion of 
the pylorus by what might be called a reversed 
Rammstedt operation. It was found, however, 
that this operation destroyed the continuity of the 
pylorus and splinted it open instead of occluding it. 
The results of the experiments are summarized as 
follows: 

1. Experimentally produced ulcers on the lesser 
curvature of the dog’s stomach resulted in delayed 
emptying of the stomach when the pylorus remained 
intact. 

2. Splinting of the pylorus obviated this delayed 
emptying. 

3. In the animals in which delay was demon- 
strated, the ulcerations remained active at least 
twice as long as in the group in which the emptying 
was more rapid. 

4. This delay was due to reflex contraction of 
the pyloric sphincter. J. Frank Doucuty, M.D. 
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Morton, C. B.: Observations on Peptic Ulcer. 
Ann. Surg., 1927, \xxxv, 879. 

Some of the previous work on autoplastic trans- 
plantation of patches of jejunum into the walls of 
the stomach and on the experimental production of 
peptic ulcers is reviewed. 

Twenty-one experiments on dogs are described 
in which patches of jejunum with intact mesenteric 
circulation were transplanted into the wall of the 
stomach at various points and observed for periods 
as long as four hundred and nineteen days. All of 
the patches except one remained in normal condi- 
tion. In the one exception a chronic peptic ulcer 
developed in a patch in the lesser curvature of the 
stomach. 

In thirteen experiments, patches that had re- 
mained normal for long periods up to four hundred 
and nineteen days were subjected to the acid-alkali 
imbalance in the stomach resulting from surgical 
duodenal drainage. The patches were in various 
regions of the stomach. Except for a superficial 
erosion which developed in a patch in the anterior 
wall of the stomach, ulcers developed only in 
patches in the lesser curvature. Typical chronic 
ulcers developed in three of five patches in this 
situation. 

The acid-alkali imbalance in the stomach and 
adjacent intestine resulting from surgical duodenal 
drainage and the relatively exposed position of the 
lesser cul vature in relation to trauma in the empty- 
ing process in the stomach are suggested as being 
important factors explaining the presence and site 
of the ulcers found in the experiments. The possible 
relation of these factors to clinical problems is 
mentioned. 


Bruett, H.: Bacteriological Points of View on the 
Problem of Resection of Perforated Gastric and 
Duodenal Ulcers (Bakteriologische Gesichtspunkte 
zur Frage der Resektion des perforierten Magen- 
Duodenalgeschwuers.) Beitr. s. klin. Chir., 1927, 
CXXXviii, 601. 


Bruett is of the opinion that in late cases of per- 
forated gastric and duodenal ulcer the cause of the 
higher mortality is not the longer duration of the 
peritonitis, but the difference in its character as 
compared with early peritonitis. In this he agrees 
with Loehr. From his experience, Bruett concludes 
that the peritonitis occurring in the first ten to 
twelve hours is of a relatively harmless nature in the 
great majority of cases, its prognosis being good as 
compared with that of other types of peritonitis 
when operation is performed at the right time. He 
recommends radical procedures in early cases not 
only because of this fact but also because he has 
found that conservative operations result in a per- 
manent cure in only 42 per cent of the cases and 
recent re-examination of patients has shown that 
the disturbances occurring after gastro-enterostomy 
are due, not to adhesions as Naumann and others 
believed, but to new ulcers and peptic ulcer of the 
jejunum. “Accordingly, there is no doubt that, even 


in cases of perforated ulcer, resection is the opera- 
tion of choice. It must now be determined whether 
and under what conditions this operation may be 
performed without injury.” 

Bacteriological examination of the abdominal 
exudate explains why such a radical operation as 
resection is to be recommended in early cases. Of 
112 cases of perforated ulcer treated by the author 
in the six years from 1920 to 1926, resection was 
performed in fifty-five, with eight deaths, a mortality 
of 14.5 per cent, while gastro-enterostomy with 
simple suture was done in fifty-seven cases, with 
thirty-one deaths, a mortality of 54 per cent. The 
total mortality in these 112 cases was therefore 
34.8 per cent, thirty-one deaths. The higher mortal- 
ity in the cases treated by the simpler operation is 
explained. by the fact that resection was done only 
in the more favorable cases whereas gastro-enteros- 
tomy was done in the late cases. 

When resection was performed in the first six 
hours after the perforation, the mortality was only 
3.8 per cent, practically the same as that of resection 
for chronic ulcer. In fourteen cases in which resec- 
tion was done between the sixth and twelfth hours 
after the perforation, the mortality was 14 per cent 
(two deaths). In cases treated by gastro-enteros- 
tomy within the first six hours after the perforation 
the mortality was 27 per cent (three deaths in eleven 
cases), and in those so treated between the sixth 
and twelfth hours after the perforation it was 29 per 
cent (four deaths in fourteen cases). The higher 
mortality following gastro-enterostomy in the early 
cases (between the first and sixth hours after per- 
foration) is explained by complications— severe 
haemorrhages occurring before, during, and after the 
perforation and after the operation. “It is to be 
particularly emphasized that peritonitis was not the 
cause of death in these cases.” 

When resection was done twelve hours after the 
perforation the mortality was 30 per cent (four 
deaths in twelve cases), whereas when gastro- 
enterostomy was done after the same lapse of time, 
the mortality was 68 per cent (fifteen deaths in 
twenty-two cases). In cases in which the time since 
the perforation was not determined, the mortality 
of resection was 33 per cent (one death in three cases) 
and that of gastro-enterostomy was go per cent 


(nine deaths in ten cases). 


“Of great interest was the determination that 
the prognosis depends to a considerable degree on 
the bacteriological findings in the abdominal 
exudate.” In sixteen cases treated by resection and 
five cases treated by gastro-enterostomy with no 
deaths, the exudate was sterile. In twenty-one cases 
treated by resection with three deaths and in eleven 
cases treated by gastro-enterostomy with four 
deaths, green-producing streptococci were found 
in pure culture. In one fatal case treated by resec- 
tion and in eight cases treated by gastro-enteros- 
tomy with six deaths, hemolytic streptococci were 
found. In one of the latter eight cases they were 
obtained in pure culture, but in seven (in which 
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there were four deaths) they were found with 
hemolytic streptococci and green-producing staphy- 
lococci. In one case treated by resection with 
recovery, non-hemolytic streptococci were found. 
In five cases treated by resection with two deaths 
and in seven cases treated by gastro-enterostomy 
with three deaths, colon bacilli were obtained in 
pure and mixed cultures. Yeasts in pure culture 
were found in two cases of resection with recovery 
and in one case treated by gastro-enterostomy with 
recovery. Other bacteria—gram-positive aerobic 
bacilli, staphylococci, and streptococcus mucosus— 
were found in two cases treated by resection with one 
death and in four cases treated by gastro-enteros- 
tomy with two deaths. In twenty-four cases no 
bacteriological examinations were made. In four 
cases treated by gastro-enterostomy with one death, 
pneumococci were present. 

From these findings the author concludes that 
peritoneal infection with green-producing strepto- 
cocci is not without importance even when the peri- 
tonitis is mild. In twenty-one cases of this type in 
which resection was done there were three deaths— 
two from peritonitis and one from pyelephlebitis 
with liver abscesses after four weeks (no bacteriolog- 
ical findings at autopsy). One of the deaths from 
peritonitis was that of a patient 49 years of age whose 
resistance was poor. In eleven cases with green- 
producing streptococci which were treated by gas- 
tro-enterostomy there were four deaths. In these 
cases there were complications (severe anaemia after 
ulcer hemorrhage), but peritonitis was also respon- 
sible for the fatal outcome. Ina case of forty-eight 
hours’ duration only green-producing streptococci 
were found. 

Infection with hemolytic streptococci is serious. 
In eight cases there were six deaths. These included 
two cases operated upon from six to twelve hours 
after the perforation with one death, and six cases 
of longer duration with five deaths. 

Yeast infection always proved harmless. Strep- 
tococcus mucosus infection was fatal. Anaerobic 
streptococci and anaerobic gram-positive bacilli were 
also discovered. 

In contrast to Loehr, the author found a few colon 
bacilli in 35 per cent of the exudates that were 
otherwise sterile and in 46 per cent of those yielding 
green-producing streptococci from one to six hours 
after the perforation; also in mixed infection 
with yeasts, staphylococci, etc. Of sixty-five cases 
in which a bacteriological examination was made 
from one to twelve hours after the perforation, he 
found colon bacilli in five. One of the latter cases 
was fatal. 

In the cases which were operated upon from six 
to twelve hours after the perforation, Bruett found 
a sterile exudate in only 26 per cent. About half 
of these cases yielded green-producing streptococci 
in pure culture, and 17 per cent showed an increase 
in colon bacilli. Of the cases more than twelve hours 
old, only 7 per cent had a sterile exudate. In the 
late cases, green-producing streptococci were ob- 
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tained in pure culture in 22 per cent and with other 
bacteria not infrequently. Very striking was the 
presence of colon bacilli which, the author agrees 
with Loehr, reach the stomach from the lower 
intestine as the result of peritoneal paralysis of the 
intestine. 

With regard to the great sensitivity of the 
hemolytic streptococci to acid Bruett differs from 
Loehr. Bruett found that the streptococcus will 
grow in a nutrient medium with the acidity of nor- 
mal gastric juice (0.3 to 0.4 per cent). He was never 
able to find free hydrochloric acid in the abdominal 
exudate. 

In conclusion, Bruett refers, with regard to the 
green-producing streptococci found by him, to a 
recent publication with Lehmann in which the 
opinion is expressed that these organisms, which are 
discovered so frequently in the mouth, stomach, and 
duodenum and also not infrequently in the bile 
passages, are not a single strain but probably in- 
clude the lactic acid streptococcus, enterococcus, and 
streptococcus viridans. 

Bruett’s work is a valuable bacteriological con- 
tribution and offers further support of Loehr’s 
theory that the prognosis of perforated gastric ulcer 
is not a technical but a biological problem. It de- 
pends upon the bacterial contents of the abdomi- 
nal exudate which is dependent upon the acidity 
(hydrogen-ion concentration) of the stomach at the 
time of the perforation and may change qualitatively 
and quantitatively with variations in the acidity. 

Loenr (Z). 


Balfour, D. C., and Hargis, E. H.: Cancer of the 
Stomach. Am. J. M.Sc., 1927, clxxiii, 773. 


The authors review the general problem of cancer 
of the stomach on the basis of a series of 1,000 cases. 
In the early course of the condition a change in the 
gastric acidity and the occurrence of symptoms of 
obstruction are inconstant. Roentgen-ray examina- 
tion is an almost infallible method of diagnosis and 
should never be omitted. 

Unless there is clear evidence of metastasis, opera- 
tion is justifiable. Exploration at least was under- 
taken in more than half of the cases reviewed, and 
in almost half of these the growth was removed. 
Obesity, anemia, rapid loss of weight, and youth. 
fulness of the patient add to the risk of operation 
and diminish the prospect of cure. 

The liberal administration of food and fluids com- 
bined with rest in bed and the intravenous use of 
sodium chloride and glucose before operation tend 
to reduce the risks and enhance the prospects of a 
good result. 

Regional anesthesia will suffice for incision and 
exploration, but general anesthesia is necessary for 
a difficult resection, especially if the patient is 
apprehensive. 

The types of resection are discussed. Of the 
methods of restoring continuity of the gastro- 
intestinal tract, the authors prefer gastrojejunal 
anastomosis. When the gastric stump is small this 
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should be carried out in the anterior position and 
combined with jejunojejunostomy. 

After the operation no food should be given for 
several days. Fluids should be administered by 
hypodermoclysis and, if necessary, intravenously. 
Lavage of the stomach is desirable, even as a routine, 
on the first day. 

The operative mortality is much improved by 
pre-operative care and by co-operation with the 
physician. To illustrate this fact reference is made 
to a series of forty-six consecutive cases of partial 
gastrectomy for cancer of the stomach with one 
death and to 128 cases of cancer treated by partial 
gastrectomy in 1926 in which there were eight 
deaths. 

The end-results in the series of 1,000 cases are dis- 
cussed. Of the patients without lymph-node involve- 
ment, 52 per cent were alive at the end of three 
years, whereas of those with such involvement, only 
19 per cent survived that long. 


Bothe, F. A.: Lymphatic Involvement in Cases of 


Carcinoma of the Pyloric End of the Stomach. 
Surg., Gynec. & Obst., 1927, xliv, 761. 


The author has studied 100 cases of carcinoma of 
the pyloric end of the stomach with involvement 
of the perigastric lymph nodes in which a portion 
of the stomach including the growth had been 
resected. There was no evidence of metastasis to 
more distant lymph nodes or adjacent organs. In 
every case the infected neoplasm, the affected peri- 
gastric lymph nodes, and the case records were 
studied. These cases lie between those without 
metastasis and those with such extensive metastasis 
that cure is impossible. 

The size, type, and situation of the growth, and 
the site and relative size of all of the lymph nodes 
were noted. 

In the roo specimens examined, 824 lymph 
nodes were found. Eighty-five per cent of these 
were determined to be carcinomatous. Those 
situated close to the entrance of the coronary vessels 
on the lesser curvature and those close to the pylorus 
on the greater curvature were found to be involved 
mest consistently. The nodes on the lesser curva- 
ture were affected in 91 per cent, those on the 
greater curvature in 69 per cent, and those on both 
curvatures in 60 per cent. The size of the nodes 
seemed to bear no definite relation to their involve- 
ment. In twelve specimens the largest nodes 
observed were not affected whereas smaller ones 
were. In thirty-eight specimens nodes were found 
which, although not affected, were considerably 
larger than some in the same specimen that were 
affected. The author noted, in agreement with 
others, that carcinoma cells are found in the pe- 
ripheral sinuses early in the lymphatic involvement. 

More than half of the growths were found on the 
lesser curvature and about one-third were annular 
and situated just above the pylorus. The posterior 
wall and the greater curvature were affected in 
relatively few cases. The situation of the growth 


does not always determine the site of the lymphatic 
involvement as there were a number of cases in 
which a growth on the lesser curvature was asso- 
ciated with relatively greater involvement of the 
nodes of the greater curvature. It is apparent also 
that the site of the growth did not determine the 
extent of the lymphatic involvement. 


Perman, E.: The Acidity in the Stomach After 
Gastro-Enterostomy and _ Resection. Acta 
chirurg. Scand., 1927, \xi, 465. 


A gastric fistula is a valuable aid in operations on 
the stomach. It decreases the danger of leakage by 
relieving the tension exerted on the suture line by 
stagnating ventricular contents. The patient is 
allowed to take fluids by mouth. Nausea and vomit- 
ing are prevented. It is never necessary to introduce 
a stomach tube by mouth. 

The author reports cases of gastric operations 
with fistula in which the acidity was determined. 
In thirteen cases in which gastro-enterostomy was 
performed he found high values immediately after 
the operation. In several instances these were 
higher than in cases in which gastro-enterostomy 
was not done. This proves the inability of gastro- 
enterostomy to reduce the acidity of the stomach. 
In seven cases of resection of the prepyloric portion 
of the stomach there was an efficient production of 
hydrochoric acid. In two cases in which a large 
portion of the corpus was resected the acidity was 
greatly reduced. 

As the loss of hydrochloric acid through the fistula 
is associated with the danger of gastric tetany, it is 
necessary to estimate this loss and compensate for 
it by administering sodium chloride solution. 


Dzialoszynski: The Postoperative Roentgen Pic- 
ture (Das postoperative Roentgenbild). 51 Tag. d. 
deutsch. Ges. f. Chir., Berlin, 1927. 


One hundred patients who were operated upon on 
Meyer’s service by the Billroth II method with the 
Reichel modification were re-examined roentgeno- 
graphically after tour or five months. In none of the 
cases dida peptic ulcer develop. In a few cases there 
were symptoms due to the small size of the stomach. 
In only two cases was the emptying of the stomach 
retarded; in the others it was always accelerated. In 
three cases the emptying was pathological, the 
evacuated gastric contents being regurgitated after 
a time. In order to relieve the patients of their 
symptoms the afferent loop was released and an 
entero-anastomosis was done. 

In the discussion of this report StAHNKE (Wuerz- 
burg) emphasized the fact that attention must be 
paid to the cleft in the mesocolon. He has usually 
observed that after resections of the stomach there 
is formed a sphincter-like occlusion which prevents 
too rapid emptying of the gastric contents. The 
danger of peptic ulcer is especially great when too 
little of the stomach is removed. 

KirscuNER (Koenigsberg) reported that in X-ray 
examinations of the stomach made as soon after the 
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operation as possible he found functional disturbances 
in a large percentage of the cases, even when no 
clinical symptoms pointed thereto. He therefore 
considers a strict diet necessary during the first few 
days following operations on the stomach. 

HABERER (Graz) stated that in the cases referred 
to by Dzialoszynski the cause was probably vicious 
circle which frequently develops after the Billroth II 
procedure and favors the formation of postoperative 
peptic ulcer of the jejunum. Very often, ptosis of 
the duodenum is responsible. He believes that the 
diet should be carefully regulated for as long as 
three weeks after the operation. After four or five 
months the emptying process will be improved as a 
result of the development of a sort of sphincter. 
The ptosis of the duodenum demands the Billroth I 
procedure. 

FINSTERER (Vienna) stated that in his opinion 
the faulty emptying in the cases reported by Dzialos- 
zynski was due to the manner in which the coil was 
applied. 

ReEIcHEL (Chemnitz) maintained that when the 
coil is applied according to his method a vicious 
circle cannot develop. He has observed no peptic 
ulcer in his cases. He orders a strict diet for the 
first four weeks after the operation. 

LEHMANN (Rostock) stated that there is a swelling 
of the mucous membrane during the first eight to 
fourteen days. Later, there is formed a sphincter- 
like closure demonstrable in the roentgenogram. 

SCHOEMAKER (Haag) reported that he favored the 
Billroth I procedure. Roentgenoscopic examination 
often gives the impression that a sphincter has 
formed, but this is due to compression of the intes- 
tinal wall. 

In his reply, DztaLoszyNnsk1 emphasized the fact 
that among the 100 cases there was no peptic ulcer and 
that only three cases required a secondary operation. 

STETTINER (Z). 


Saint, J. H.: Polypi of the Intestine: with Special 
Reference to the Adenomata. Bril. J. Surg., 
1927, XV, 99. 

“Polypus of the intestine” generally means any 
pedunculated or sessile growth projecting into the 
lumen of the bowel, the result of hypertrophy or 
hyperplasia of the mucous membrane, or else a 
benign, true tumor. 

Since the bowel wall is made up of various types 
of tissue, tumors of different varieties may arise and 
project into the lumen of the bowel to form polypi; 
thus we may have adenomata, papillomata, fibro- 
mata, lipomata, myxomata, and hemangiomata. 
The peritoneal coat alone does not attempt tumor 
formation. 

Polypi may be single or multiple and vary greatly 
in size. They occur more frequently in the large 
intestine than in the small, the ratio being approx- 
imately 4:1.° 

The most common site of polypi in the small bowel 
is the ileum. Polypi formed by glandular hyper- 
plasia greatly outnumber the other varieties. 


Hemangiomata and the globocellularis or car. 
cinoid tumor of the intestinal wall are very rare. 
Lipomata may occur anywhere in the intestinal 
tract; they may be single or multiple, sessile or 
pedunculated, and often grow to a large size, pro- 
ducing obstruction of the bowel. Adenomata are 
not common in the small bowel, but when present 
occur most often in the duodenum. In the small 
bowel, multiple polypi are more common than 
single polypi. 

In the large intestine the sigmoid is the most 
common site of polypi, and the adenoma is the type 
of polypus most frequently seen. Polypi associated 
with ulcerative colitis are not true tumors. They 
consist of strips of mucous membrane which have 
become detached by the undermining action of 
ulceration. Lipomata in the large bowel present 
the same gross and microscopic characteristics as 
lipomata in the small bowel. 

Adenomata of the colon vary considerably in size 
and may be single or multiple. The cause leading 
to the formation of adenomata still remains uncer- 
tain. According to one theory they are of inflamma- 
tory origin, while according to another they are the 
result of primary epithelial change. Adenomatous 
polypi are capable of undergoing malignant changes; 
these changes have been demonstrated to begin at 
the periphery of the tumor. They have never been 
observed by the author in any adenoma smaller 
than a walnut. 

Polypi in the small and large intestines occur more 
frequently in males than in females. 

Cyrit J. Giaspet, M.D. 


Ferey, D., Fruchaud, Lanlaigne, Houdard, Tail- 
hefer, and Cadenat: Acute Intestinal Invagi- 
nation in Adults (Invagination intestinale aigué 
chez adulte). Bull. et mém. Soc. nat. de chir., 1927, 
lili, 318. 

Three cases of acute intestinal invagination in the 
adult are reported. 

Case 1 was that of a man 30 years of age who 
gave a history of recurrent abdominal colic with a 
desire to defecate, diarrhocic bowel movements, and 
biliary vomiting for four days. The abdomen was 
somewhat distended, and an area the size of the 
palm in the midline below the umbilicus was slightly 
painful on palpation. The right lower quadrant of 
the abdomen was painless. A diagnosis of acute 
appendicitis was made. The temperature was 37 
degrees C. and the pulse 88. On the morning of the 
fifth day, violent abdominal pain occurred every 
half hour, the abdomen became painful on palpa- 
tion and more distended, the pulse increased to 
100, and the temperature rose to 37.3 degrees C. 

An emergency operation through a low midline 
incision revealed free purulent fluid and fecal 
material in the peritoneal cavity and a perforated 
ileo-ileal intussusception. The gangrenous bowel 
was resected and the intestine anastomosed end- 
to-end. After cleansing of the peritoneal cavity 
with an ether sponge, the abdominal wall was 
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closed as one layer around a drain from the cul-de- 
sac of Douglas with bronze sutures. 

Except for suppuration in the lower third of the 
wound and sloughing of a piece of aponeurosis, the 
postoperative course was uneventful. The patient 
recovered completely and returned to work. The 
specimen showed no obstruction to account for the 
intussusception. 

Case 2 was that of a woman 38 years of age who, 
after a fifteen-day period of difficulty in defecation, 
developed abdominal colic with vomiting and inter- 
mittent diarrhceic stools which lasted for several 
days. At the time of examination the abdomen 
was soft, the temperature 37.6 degrees C., and the 
pulse 80. The pain, which was limited to the right 
side of the abdomen, was most intense above 
McBurney’s point where a mass two fingerbreadths 
wide and 8 cm. long could be palpated. The tumor 
had some lateral movement. The passage of a black 
bloody stool led to the diagnosis of intussusception. 
The colicky pain in the umbilicus radiated to the 
right iliac fossa. The abdomen was only slightly 
distended. The temperature increased to 38.3 de- 
grees C. and the pulse to 110. 

Operation revealed in the ileum, which was in- 
vaginated half way up the ascending colon without 
invagination of the caecum or appendix, an ileo-ileal 
intussusception about 10 to 15 cm. from the ileo- 
cecal valve. The invaginations were reduced. No 
causative factor was found. Two small gangrenous 
areas were turned in under sutures and the rather 
mobile cacum was fixed by suturing the external 
band to an incised peritoneal surface. 

Recovery, which was ultimately complete, was 
delayed by a slight pulmonary complication. The 
bowels moved spontaneously on the third day, but 
the patient remained slightly constipated and 
cardiac extrasystoles were noted. 

Case 3 was that of a man aged 24 years who gave 
a history of nausea, vomiting, and abdominal pain 
localized in the epigastrium and right hypochon- 
drium for two days. The abdomen was motionless 
during respiration and retracted. Palpation caused 
acute pain slightly above McBurney’s point. The 
abdominal wall was soft in the right iliac fossa, but 
distinctly contracted in the region of the. upper 
right rectus. The temperature was 38.8 degrees 
C., and the pulse go. 

Exploratory operation revealed free, non-foctid 
fluid in the peritoneal cavity. The appendix had an 
inflamed bulbous tip and contained pus. Its base 
was indurated. The wall of the cecum, which was 
drawn from a high position, was oedematous and 
indurated, especially externally, and showed a 
depression above the induration. An intussuscep- 
tion of the caecum and appendix into the ascending 
colon was reduced, but was easily reproduced by 
slight pressure on the base of the cecum. The ileum 
had scarcely entered the colon. After appendec- 
tomy, the caecum was fixed posteriorly to the 
parietal wall by four linen stitches. Recovery 
was uneventful. 


It could not be determined whether the appendi- 
citis was primary or secondary. In Houdard’s 
opinion, the caecum would have been fixed better 
by suturing it in two rows to a posterior quadri- 
lateral area denuded of parietal peritoneum. 

The authors conclude that an abdominal syn- 
drome suggesting appendicitis and associated with 
an urgent desire for defecation should suggest 
intussusception. If such colics are accompanied by 
diarrheic or bloody stools, the diagnosis is more 
certain. The absence of melana does not eliminate 
intussusception. The local signs are those of appen- 
dicitis situated high, with pain on pressure and in- 
testinal contraction. Especially in the cases of fat 
patients, it is not always possible to palpate a 
tumor. Whenever there is doubt, operation should 
be performed. 

In the discussion of this paper, Ricue reported 
the case of a man 20 years of age with an abdominal 
syndrome characterized especially by distention. 
Megacolon was suggested. After nine days the dis- 
tention increased, vomiting occurred, and blood 
appeared in the stools. A diagnosis of intussuscep- 
tion was then made. 

At emergency operation performed through a low 
midline incision under spinal anawsthesia, a dis- 
colored intussusceptum 20 cm. long was found. 
This was resected as disinvagination was impossible. 
End-to-end anastomosis was done and the abdomen 
closed without drainage. 

Recovery was simple and complete. The speci- 
men showed invagination in three cylinders. 

Wa ter C. Burket, M.D. 


Olivecrona, H.: An Experimental and Clinical 
Study of the Postoperative, So-Called Paralytic 
Ileus. Acta chirurg. Scand., 1927, \xi, 485. 


The motor functions of the stomach and small 
intestine are influenced by trauma and peritonitis, 
but neither trauma nor peritonitis causes paresis of 
the muscles of the intestinal wall. 

Trauma constantly produces a definite and rela- 
tively prolonged cessation of the peristaltic action, 
but as the rhythmic contractions persist this cannot 
be the result of direct damage to the muscu_ature. 
Nor is it probable that a disturbance in the general 
circulation plays a part, or that the cessation of 
peristalsis is brought about by inhibitory reflexes by 
way of the spinal cord. Direct injury, i.e., paresis 
of the motor elements initiating the peristalsis, is 
probably not the cause as the effect of trauma on 
peristalsis is almost abolished after radical extirpa- 
tion of the solar plexus and degeneration of the 
efferent post-ganglion tracts. The explanation of 
the effect of trauma is therefore probably to be 
found in some inhibitory reflex by way of nerve 
tracts through the solar plexus in the form of an 
axon reflex or a true reflex. 

Perforation peritonitis also brings about cessation 
of peristalsis although less constantly, and fre- 
quently to a less degree, than trauma. The mecha- 
nism involved has not been definitely established. 
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It seems probable, however, that, as in the case of 
trauma, it is a question of inhibitory phenomena. 
The anatomical basis of these inhibitory phenomena 
is known only incompletely. Arai has shown that 
in reversible forms of peritonitis it is a question of 
inhibitory reflexes by way of the spinal cord, but 
this explanation is not sufficient in a progressive 
irreversible process such as perforation peritonitis. 
The inhibition is not effected by division of the 
splanchnic nerves, and even after radical extirpation 
of the solar piexus and degeneration of efferent 
post-ganglion tracts, the inhibition may be well 
marked. It must ’be assumed, theretore, that 
inhibition takes place by way of the intramural 
tracts or by such tracts as pass in the immediate 
neighborhood of the intestinal wall. 

Perforation peritonitis in the cats used in the 
author’s experiments constantly produced con- 
siderable, although not compiete, mechanical ob- 
struction in the form of fibrinous adhesions and 
kinks. 

As there was no meteorism below the obstruction, 
the distention of the gut must have been due to the 
obstruction itself, and the effect, it any, of the toxic 
exudate must have been of subordinate importance 
as the gut beiow the obstruction was usually empty 
and contracted. ‘The obstructions were without 
exception numerous, although one or more kinks 
were frequently more pronounced than the others. 

Certain observations suggest that spastic con- 
tractions in Bauhin’s valve may act as a mechanical 
obstruction. 

It has been impossible to determine the extent to 
which mechanical obstructions modify the effect of 
peritonitis on peristaltic action. While there are 
reasons for the assumption that mechanical ob- 
structions stimulate peristalsis, thereby overcoming 
the peritonitic inhibition, this effect seems to be far 
from constant. Anti-peristaltic action has been 
observed only in cases of complete mechanical 
obstruction. 


Case, J. T.: Chronic Obstruction of the Small 
Intestine. Radiology, 1927, ix, 1 

Bell, J. C., Keith, J. P., and Keith, 'D. Y.: Chronic 
Obstruction of the Duodenum. Radiology, 1927, 


1X, 15. 

Kellogg, E. L., and Kellogg, W. A.: — Duo- 
denal Stasis. Kadiology, 1927, ix, 2 

Wolfer, J. A.: Duodenal Obstruction. 
Radiology, 1927, ix, 

Holmes, W. H.: Chronic a of the Duo- 
denum. Radiology, 1927, ix, 

Ivy, A. C.: A Brief Review of the ‘Physiology of the 
Duodenum. Radiology, 1927, ix, 47. 


All of these authors give a long list of lesions cap- 
able of causing duodenal obstruction. Among in- 
trinsic causes are congenital abnormalities, duodeni- 
tis, ulcers, and foreign bodies. ‘The extrinsic causes 
include visceroptosis, peritoneal bands,and adhesions, 
angulations, constriction by the root of the mesentery 
or the superior mesenteric artery, cholecystitis, gall 
stones, pancreatitis, and extrinsic pressure by tu- 


mors or aneurisms. As Holmes states, almost any 
inflammatory or malignant condition in the upper 
abdomen may result in duodenal obstruction. In 
all of the articles attention is directed mainly to 
obstruction resulting from enteroptosis, peritoneal 
bands or adhesions, and pressure by the root of the 
mesentery or the superior mesenteric artery. 

Bell, J. P. and D. Y. Keith, and Holmes refer to 
the hypothesis that the pull of a large, dilated, low 
caecum on the mesentery constricts the duodenum. 
Holmes observes that dilatation of the ca#cum is 
common while an associated duodenal obstruction 
is uncommon. The Kelloggs point out that prolapse 
of the cacum or small intestine into the pelvis may 
cause constriction of the duodenum by causing 
traction on the ileocolic artery and through the 
ileocolic artery upon the superior mesenteric artery. 

The symptoms vary, depending upon whether the 
obstruction occurs above, at, or beyond the am- 
pulla. Cases of obstruction beyond the ampulla 
are the most common. Wolfer states that early in 
the disease the pyloric sphincter is hypertonic and 
spastic. Pain results. Later the pain is relieved by 
relaxation of the sphincter or by vomiting. The 
symptoms described by the authors are those of a 
chronic dyspepsia. 

Ivy reminds us that, in obstruction, toxic sub- 
stances, which normally are not observed, pass into 
the circulation from the duodenum. In addition to 
the digestive symptoms, there are usually toxic 
symptoms, but as a rule, the latter are vague and 
insignificant. Wolfer warns that in some acute 
cases the first treatment must be directed toward 
detoxication and fluid and nutritional replacement. 

It is apparent that the clinical symptoms are not 
sufficiently characteristic to permit a positive di- 
agnosis without the aid of X-ray examination 
(Holmes). Bell and J. P.and D. Y. Keith emphasize 
the value of the upright and right semilateral posi- 
tions. They state that obstruction can usually be 
demonstrated in the supine position, but Case 
warns that apparent duodenal dilatation may be 
produced in the supine position as the duodenum 
saddles over the spine in such a way as to make a 
certain degree of obstruction at the duodenojejunal 
flexure with writhing duodenal movement. 

According to Case, the roentgenological proof of 
duodenal stasis is the demonstration of a prolonga- 
tion in the emptying time. Indirect evidences are 
writhing of the duodenum, retrograde transportation 
of the duodenal contents, and duodenal dilatation. 
Ivy states that reversed movements occur under 
normal as well as abnormal conditions. In Case’s 
opinion, these findings should be present at repeated 
examinations before a definite diagnosis of duodenal 
stasis is made. 

The diagnosis may be difficult for the surgeon 
even after the abdomen is opened. Because of the 
inaccessibility of the duodenum and its rather firm 
posterior fixation, its size, shape, and character are 
difficult to determine. It is therefore not surprising 
that the obstruction may be overlooked even by the 
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most competent surgeon if a pre-operative diagnosis 
has not been made or suggested (Wolfer). 

It is agreed by all of the authors that before 
surgical procedures are undertaken medical methods 
should be employed. For the visceroptotic type of 
patient, some mechanical support is indicated. In 
addition, Holmes advocates prolonged rest in bed 
and over-alimentation. He states, however, that 
the cure is not likely to be permanent. 

Wolfer believes that suspension of the ptosed 
viscera is uniformly unsuccessful. The Kelloggs do 
not wholly endorse this procedure, believing that 
gastropexy is justifiable only in properly selected 
cases. Bell and J. P. and D. Y. Keith condemn 
gastro-enterostomy or plastic surgery at the duo- 
denojejunal flexure when the obstruction is in the 
distal duodenum and regard duodenojejunostomy as 
the procedure of choice. Wolfer concludes that the 
causative factor should be removed if possible and 
that if this is not possible, duodenojejunostomy is the 
operation of choice. E. L. and W. A. Kellogg believe 
that duodenojejunostomy is the most frequently 
indicated operation in obstruction of the third por- 
tion of the duodenum. They have operated upon 
eighty-two cases and in seventy-seven performed 
a duodenojejunostomy alone or in combination with 
other procedures. ‘There were only two deaths. 
Next in importance, they believe, is an operation on 
the colon. They have made the interesting observa- 
tion that glycosuria and possibly true diabetes is 
occasionally associated with a pathological lesion 
of the duodenum. While the reports are not suffi- 
ciently numerous to establish a relationship between 
these conditions, they justify further study of the 
problem. Cuartes H. Heacock. M.D. 


Bolton, C., and Salmond, R. W. A.: Antiperistalsis 
of the Duodenum and Its Relation to Pyloric 
Regurgitation. Lancet, 1927, ccxii, 1230. 


Antiperistalsis has not yet been demonstrated to 
occur normally in any portion of the alimentary 
tract in man, although it is assumed to occur in the 
ascending colon. Cole, who described the duodenal 
cap, regarded the first part of the duodenum as a 
part of the stomach which passively receives gastric 
contents expelled through the pyloric sphincter and 
from which these contents are abstracted by peri- 
stalsis of the second portion of the duodenum. 
According to the theory more commonly accepted 
at present, the cap contracts, discharging its con- 
tents into the second portion of the duodenum, 
which in turn passes the food on to the third por- 
tion by peristalsis and thence to the jejunum. 

Regurgitation of duodenal contents into the 
stomach occurs normally at a definite time toward 
the end of gastric digestion, when the curve of 
hydrochloric acidity of the gastric contents reaches 
its average normal height, about 0.2 per cent. It 
depends entirely on relaxation of the pyloric 
sphincter. 

There are three types of sphincter action: (1) 
the normal, with pyloric relaxation at the peak of 


the gastric acidity curve; (2) spasm of the sphincter, 
which occurs normally in the early stage of digestion 
but is prolonged, resulting in hyperchlorhydria the 
most common of gastric disorders; and (3) exces- 
sive relaxation of the pylorus, which occurs at the 
beginning of digestion and results in regurgitation 
and neutralization, the presence of bile in the gas- 
tric contents, and the establishment of achlorhydria. 

In 100 persons in whom the authors investigated 
the movements of the duodenal contents and the 
activity of the pyloric sphincter they noted four 
distinct movements: (1) contraction of the cap 
(the first part of the duodenum), (2) peristaltic con- 
traction of the duodenum (other than the cap), 
propelling the contents forward, (3) contraction of 
the duodenum (other than the cap), forcing the 
contents backward, presumably antiperistalsis, and 
(4) segmentation or mixing movements. 

These movements were observed in normal per- 
sons and also in persons with such conditions as 
gastric ulcer, gall stones, new growths of the stom- 
ach, gastro-enterostomy with a patent pylorus, 
appendicitis and pyloric stenosis. 

Antiperistalsis was observed in 93 per cent of the 
patients. It resulted from regurgitory movements 
toward the pylorus, due presumably to duodenal 
contraction. The cap contracted and passed the 
food into the second and sometimes the third part 
of the duodenum. 

The antiperistaltic wave forces the intestinal 
contents back for varying distances. Often the 
food passes back to the cap, which it may distend, 
and is then held up by the pyloric sphincter. A 
peristaltic wave then propels it onward again and 
another antiperistaltic wave returns it. The delay 
of the food in the duodenum assures its admixture 
with digestive juices. If, in the meantime, more 
food has left the stomach, the two portions are 
mixed together. The mixture may then be driven 
into the jejunum by the first peristaltic wave or by 
several such waves. When it has once entered the 
jejunum it does not return to the duodenum. In 
every case the cap is periodically filled, completely 
or partially, by antiperistalsis of the duodenum, 
and the only barrier to regurgitation into the stom- 
ach is ‘the pyloric sphincter. The movements de- 
scribed continue until the stomach is empty. 

Regurgitation into the stomach does not occur 
with every antiperistaltic wave. The pylorus begins 
to relax independently of gastric peristalsis as di- 
gestion proceeds, and regurgitation occurs from 
time to time. 

The pyloric sphincter regulates the output of the 
stomach and the regurgitation of duodenal contents. 

Cuartes F. DuBors, M.D. 


VanderHoof, D.: The Medical Cure of Duodenal 
Ulcer. J. Am. M. Ass., 1927, \xxxix, 344. 


Vanderhoof states that frequent feeding is the 
most important part of the treatment of duodenal 
ulcer. His patients are given once every hour from 
7 a.m. to 9 p.m. 2 oz. each of cream and sweet milk 
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to which is added 10 gr.of sodium citrate. In the 
average case of chronic duodenal ulcer, six feedings 
daily are sufficient. The best food for patients with 
ulcer is fat, such as cream, butter, and olive oil. Bella- 
donna, 10 ‘drops in water three times daily, before 
meals, helps to relieve pylorospasm and hyperperi- 
stalsis. The treatment must be carried out regularly 
and persistently fora period of two years. Subsidiary 
treatment consists in the eradication of all foci of 
infection. At the expiration of two years all medica- 
tion should be discontinued. 

The author’s results from the medical treatment 
of uncomplicated duodenal ulcer have been most 
gratifying. Considerably more than half of the 
patients have obtained immediate relief and have 
remained well and free from symptoms after the two- 
year period. A certain percentage obtained such 
prompt relief that they were unwilling to continue 
the treatment in the absence of symptoms. In such 
cases recurrence of the ulcer syndrome is almost 
inevitable. Temporary relief is again obtained 
when the treatment is resumed, but eventually some 
complication occurs and operative intervention be- 
comes necessary. ARTHUR L. SHREFFLER, M.D. 


Michaelsson, E.: A Case of Cavernoma Ilei Simu- 
lating Intussusception in a Child Aged 3 
Months. Acta chirurg. Scand., 1927, \xi, 570. 


The author reports a case of cavernoma of the 
ileum in a child 3 months old who was taken sud- 
denly ill with typical symptoms of intussusception 
(signs of obstruction, bloody stools, and a palpable 
mass in the abdomen). The tumor had transformed 
the ileum for a distance of about 10 cm. into a 
sausage-like structure the surface of which was 
purple and sprinkled with small nodules and the 
wall of which was penetrated by typical cavernoma 
tissue. In the mesentery belonging to the involved 
gut there were hemangiomatous formations up to the 
root. Resection and side-to-side anastomosis were 
followed by diffuse peritonitis resulting from leakage 
of the sutures and death resuited on the following 
day. 

The author is of the opinion that the symptoms of 
obstruction and the bloody stools were due to tor- 
sion of the cavernoma causing swelling of the altered 
gut and more or less obstruction of its lumen. 

Despite the fatal issue in the case reported, he 
believes that the best treatment is resection. Unless 
the cavernoma is removed there is danger of infec- 
tion, thrombosis, and further growth of the tumor. 


Bolling, R. W.: Megacolon. Ann. Surg., 1927, 1xxxvi, 
62. 


Under the terms “congenital dilatation of the 
colon,” Hirschsprung’s disease,”’ and “‘ megacolon” 
are grouped a number of conditions of the large 
intestine characterized anatomically by a total or 
segmentary dilatation of the large bowel with hyper- 
trophy of the walls in the dilated zone. Hypertrophy 
usually accompanies the dilatation, often with in- 
volvement of the rectum. Hirschsprung advocated 


the term “true” megacolon for the cases manifesting 
symptoms in infancy and early childhood, and 
‘“pseudo-megacolon”’ for those occurring in later life. 
In its typical form, the condition is characterized 
by obstinate constipation with abdominal! disten- 
tion. The constipation is often noted from birth. 
Abdominal distention may be present at birth, but 
more frequently appears in the second month or 
later. The majority of persons with this condition 
die in early childhood, but some of them reach adult 
life and even old age. The involvement is usually 
most marked in the sigmoid colon, but the entire 
large intestine or any portion of it may be the site of 
the disease. Exceptionally there is a normal seg- 
ment of intestine between two dilated portions, 
The rectum may be involved, but is usually normal. 
Medical measures include the wearing of a sup- 
porting abdominal belt, a low-residue diet with 
restriction of starches, the avoidance of laxatives 
with the exception of mineral oil, and the daily use 
of high enemas. Massage, electrical treatment, and 
the administration of atropine may be employed. 
Dilatation of the anal sphincter sometimes proves 
of advantage. If the condition is not improved or at 
least held in check, operation is indicated. A pre- 
liminary colostomy may be done. Procedures vary- 
ing in extent from ileosigmoidostomy to total 
colectomy in one stage with implantation of the 
ileum into the rectosigmoid have been advocated. 
Medical and surgical treatment each have their 
indications and limitations. The treatment must be 
based entirely upon the requirements of the par- 
ticular case. SAMUEL Kaun, M.D. 


Williams, E. U.: The Normal Variability of the 
Action of Pituitrin on the Contractile Power 
of the Czecum and Colon. Proc. Roy. Soc. Med., 
Lond., 1927, xx, 1273. 

In experiments on forty-nine medical students 
Williams demonstrated the fallacy of the theory 
that a normal cecum shows marked movements a 
few minutes after the subcutaneous injection of 1 
c.cm. of pituitrin and that the atonic cecum is un- 
affected. 

Of the forty-nine subjects, only eight ainet any 
recognizable movement of the cecum after two 
minutes, and in the rest the cecum was unaffected. 
Therefore as so many normal cecums remain un- 
affected by the drug, the use of pituitrin is of prac- 
tically no value in the diagnosis of atonic cecum. 

Artuur L, SHREFFLER, M.D. 


Carr, E. I., and Deacon, W. J. V.: Appendicitis— 
a Study of Michigan’s Statistics. J. Michigan 
State M. Soc., 1927, xxvi, 358. 


The authors review 31,032 deaths from appen- 
dicitis in the State of Michigan. 

The infection may reach the appendix from the 
lumen of the intestine, the blood stream, or adja- 
cent structures. Roughage in the diet is a preven- 
tive of appendicitis. The greatest number of deaths 
from the condition occur in mid-winter and mid- 
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summer. The mid-winter rise may be related to the 
increased incidence of acute pulmonary infections 
in the winter and the mid-summer rise to the in- 
crease in acute intestinal infections in the summer. 

In the past twenty-five years the mortality has 
been highest among persons between 15 and 19 
years of age. The authors attribute this fact to 
the indiscretions of adolescence and depletion of 
resistance due to rapid growth. 

Statistics from 1901 to 1905 compared with 
those from 1921 to 1925 show that while the mor- 
tality before the thirtieth year of age has decreased, 
the mortality after that age has increased. The 
reduction in the incidence of the disease after the 
thirtieth year of age the authors attribute to the 
high mortality of twenty-five years ago. The ratio 
of deaths of males to deaths of females is 59:41. 

L. Granam, M.D. 


Schueck, F.: Late Results of Surgically Treated 
Appendiceal Abscess (Spaetresultate beim operi- 
erten appendicitischen Abscess). Arch. f. klin. 
Chir., 1927, cxliv, 115. 

The author has reviewed 382 surgically treated 
cases of appendiceal abscess from the abundant 
material of the Urban Hospital, Berlin. Ninety-five 
of the patients were re-examined, and sixty-four 
answered a questionnaire. There were eighty-nine 
primary appendectomies and 146 secondary appen- 
dectomies. The 146 patients whose abscesses were 
merely opened and drained did not return as re- 
quested, a fact which speaks in favor of primary 
appendectomy. 

The best interval between the first and second 
operation was found to be two or three months. 
When the interval was longer, few patients returned 
for the second operation. ‘The theory that after the 
treatment of an appendiceal abscess the appendix 
becomes destroyed or obliterated by the unavoid- 
able adhesions and scar tissue following the oper- 
ation and that therefore no further attacks are to 
be expected was found to be true in very few cases. 
This fact is a definite indication for active inter- 
vention. 

Complaints due to adhesions, hernia, and other 
postoperative complications were strikingly rare. 
In none of the cases was there a persistent fistula. 
The incidence of recurrence of appendicitis following 
abscess (15 per cent) speaks unquestionably in favor 
of secondary appendectomy. VoLiuarDt (Z). 


Martin, E., and Burden, V. G.: The Surgical Sig- 
nificance of the Rectosigmoid Sphincter. 
Ann. Surg., 1927, \xxxvi, 86. 


Martin and Burden state that as a rule the sigmoid 
has a well-developed musculature exhibiting no local 
increment of circular fibers to suggest an anatomical 
sphincter nor any constant perceptible narrowing at 
the rectosigmoid juncture. Of thirty-one specimens 
of opened bowel, twelve showed a distinct and 
abrupt transition ‘in the appearance of the mucous 
membrane between the sigmoid and rectum similar 


to that at the pylorus and a distinct narrowing at 
this point. 

In the absence of a demonstrable lesion, persistent 
tonus at the rectosigmoid sphincter is the usual 
cause of sigmoidal stasis. In the adolescent subject 
and the adult this stasis may result, as in Hirsch- 
sprung’s disease in the infant, in obstinate constipa- 
tion and ultimate megacolon. It may be manifested 
also by postoperative tympany unrelieved by tube 
or enema. 

The palliative treatment of sigmoidal stasis is 
based on measures designed to make or keep the 
bowel contents fluid, strengthen peristalsis, and 
relax the tonus of the sphincter muscle. Laxatives 
and purgatives given by mouthand copious enemata 
keep or make the sigmoidal content soft or fluid and 
stimulate peristalsis. Belladonna derivatives relax 
spasm, as does magnesium sulphate given in the 
form of an 8-oz. enema of the saturated solution. 

Chronic sigmoidal stasis with or without hyper- 
trophy and dilatation of the gut may be cured by 
cross-cutting the rectosigmoidal sphincter and allow- 
ing the mucosa to prolapse into this muscle wound 
without effort at plastic closure. Or the sphincter 
may be overstretched by means of a Plummer bag 
with a larger diameter than that used in the cesopha- 
gus, passed through a proctoscope. Insofar as the 
colon is concerned, postoperative tympany may be 
relieved by passing a colon tube into the sigmoid, 
a proctoscope being used to guide the tube through 
and past the rectosigmoid sphincter. Rivas has suc- 
cessfully passed such a tube made soft by boiling, by 
the sense of touch, and has X-ray pictures to prove 
that it can be done. Artnur L. Surerrter, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Graham, A. J.: Subcutaneous Rupture of the 
Liver. Ann. Surg., 1927, \xxxvi, 51. 


Injury of the liver by non-penetrating violence, 
i.e., subparietal rupture, is rare in civil practice. 
Graham summarizes the chief clinical features of 
eleven cases. 

The liver is the most frequently injured internal 
organ. Its partial fixation, its shape, and its com- 
position render it easily injured. In children, it is 
larger and more friable than in adults. 

Shock is of two kinds: (1) primary traumatic, and 
(2) that due to continued bombardment of the 
nervous system. Sudden acceleration of the pulse 
to 140-160 due to a fall in the blood pressure is 
almost characteristic of internal hemorrhage. As 
the primary shock passes away, the presence of an 
abdominal lesion is indicated by local symptoms. 
Abnormal dullness is a positive sign of a liver lesion. 

Perforation is sudden, whereas peritonitis is 
distinctly gradual and progressive in its development. 

The diagnosis of a liver lesion is often impossible 
until the day after the accident. If it cannot be 
based upon abnormal duliness, dependence must 
be placed upon the disappearance of liver dullness 
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produced by gradually developing tympanites caused 
by hematomata or injuries interrupting the nerve 
impulses at the base of the mesentery. 

Involuntary rigidity of the abdomen is a valuable 
reflex sign, and if watched will indicate which cavity, 
the chest or the abdomen, is more severely injured. 

Progressive vomiting is an indication of continued 
peritoneal irritation or interruption of the peristaltic 
impulse. Internal haemorrhage is distinguished from 
visceral perforation by the predominance of the 
general symptoms of an acute anawmia over the 
local symptoms of peritonitis. 

Circumscribed spontaneous pain in the liver 
region, radiating shoulder pain, an increase of liver 
dullness upward or downward, sometimes also a 
decrease of liver dullness due to meteorism, a firm 
local blood collection, and circumscribed rigidity in 
the liver region point to the liver as the source of 
hamorrhage. 

Hemostasis is difficult to obtain in a liver wound 
because of the character of the tissue, the presence 
of bile, and the respiratory movements. Peritonitis 
is the immediate danger. The chief remote dangers 
are secondary hemorrhage, subphrenic abscess, 
and empyema. ‘The surgeon should watch the 
patient personally for several hours. Under even 
the most favorable circumstances the mortality of 
liver injuries is above 4o per cent. 

On the ventral surface the median epigastric and 
Kausch diagonal incisions serve all purposes. Dis- 
placing the right lobe out of the abdominal wound 
brings the lower surface into good view and easy 
access. The transpleural field is reserved for suture 
and packing of wounds of the dome and posterior 
surface. By compression of the aorta and the hepa- 
toduodenal ligament the hemorrhage may be 
immediately checked. The liver is fixed by packing 
it away from the diaphragm and costal border. 
Suture is the ideal method; packing is an emergency 
measure. 

Postoperative nausea and vomiting may be due 
to compression of the hepatoduodenal ligament, 
its blood vessels or its splanchnic nerves. 

SAMUEL Kaun, M.D. 


Epstein, N. N., Delprat, G. D., and Kerr, W. J.: 
The Rose Bengal Test for Liver Function: 
Further Studies. J. Am. M. Ass., 1927, \xxxviii, 
1619. 


The use of rose bengal has been proved of value 
as a clinical test of liver function. ‘The authors 
describe a simplification of the technique of the test. 

Ten cubic centimeters of a 1 per cent solution of 
rose bengal is injected and the needle washed through 
slowly with from 5 to 10 c.cm. of salt solution which 
is held ready in a fresh syringe. The needle is left 
in the vein, and at exactly two minutes after the 
injection of the dye, a sample of blood (10 c.cm.) is 
withdrawn: from the needle into a clean syringe and 
discharged into a centrifuge tube containing a few 
crystals of potassium oxalate. The tube is then 
inverted two or three times. The needle is again 


washed by slowly injecting from 5 to 10 c.cm. of the 
salt solution, which prevents the clotting of blood 
in the needle. At eight and sixteen minutes, re- 
spectively, from the time of the injection, samples of 
blood are withdrawn and collected in an identical 
manner. As soon as possible after the collection, the 
blood samples are centrifugalized at a speed of 2,000 
revolutions per minute for thirty minutes. 

In the colorimetric analysis 5 c.cm. of the plasma 
of each of the samples is separately mixed with to 
c.cm. of salt solution. The diluted plasma of the 
two-minute sample is placed on the wedge of the 
Hellige colorimeter and is used as a standard 
against which the eight- and sixteen-minute diluted 
samples are read. 

Since the two-minute sample represents the high- 
est concentration of the dye following the injection 
of a fixed amount into the circulation, it may be 
regarded as too per cent retention, and the color- 
imetric readings obtained by comparing the eight- 
minute and sixteen-minute specimens with it repre- 
sent direct percentages of the dye retained. Before 
the colorimetric readings are made it is necessary 
to standardize the Hellige colorimeter and to cor- 
rect for any inaccuracies present. ‘The colorimeter 
is standardized by comparing one sample of plasma 
against itself; the reading should be too. 

The colorimetric readings thus obtained indicate 
the ratio between the first or control sample and the 
subsequent samples. This indicates the speed with 
which the dye leaves the circulation. 

The authors believe that the simplification de- 
scribed makes the test available to all clinicians. 

The results of the rose-bengal test correspond to 
the extent of the pathological process within the 
liver and closely parallel the clinical findings. 

Among the causes of marked impairment of liver 
function are acute infections of the liver, obstructive 
jaundice, catarrhal jaundice, arsphenamin icterus, 
and cirrhosis of the liver, which cause a delay in the 
elimination of rose bengal from the blood stream. 

RayMOND GREEN, M.D. 


Davidson, E. C., and Emerson, W.C.: The Influence 
of the Liver on Toxicity of Bile. Arch. Surg., 
1927, XV, 57- 

The authors carried out experiments on dogs to 
determine whether the relative lack of toxicity of 
the bile in obstructive jaundice is due to a detoxify- 
ing action of the liver. Fresh bile diluted with an 
equal amount of physiological salt solution was 
injected first into a systemic vein and later into a 
branch of the portal system. The conclusions 
drawn are as follows: 

1. The liver shows little if any tendency to de- 
toxify bile injected into a branch of the portal vein. 

2. Following the intravenous administration of 
bile there is a fairly uniform and rapid rise in the 
serum calcium. 

. The intravenous administration of bile may 
be followed by death before the van den Bergh re- 
action becomes appreciably elevated. 
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4. Division of the vagi does not eliminate the 
cardiac arrhythmia. J. Frank Dovucaty, M.D. 


Halpert, B.: Morphological Studies on the Gall 
Bladder. I. A Note on the Development and 
the Microscopic Structure of the Normal 
Human Gall Bladder. Bull. Johns Hopkins 
Hosp., Balt., 1927, xl, 390. 

Halpert traces the embryonic development of the 
gall bladder, bile ducts, and liver from the duodenum 
and discusses the differentiation of the structures 
that make up the wall of the gall bladder. 

The epithelial lining of the gall bladder and the 
bile ducts and the parenchyma of the liver are of 
entodermal origin, while the remainder of the 
layers of the gall bladder and the bile ducts and the 
interstitium of the liver are of mesodermal origin. 

The article includes photomicrographs of gall 
bladders in embryos showing the differentiation of 
the mesoderm into the sub-epithelial, muscular, 
and perimuscular zones and the differences between 
the free and attached sides of the gall bladder. 

It is pointed out that the gall bladder has no 
true submucosa, that the musculature is late in 
developing, and that some of the glands in the neck 
of thé gall bladder penetrate the muscularis as 
Brunner’s glands perforate the muscularis mucose 
of the duodenum. The author suggests that the 
muscular coat of the gall bladder is analogous to the 
muscularis mucosz of the duodenum. This would 
explain why direct mechanical, chemical, or elec- 
trical stimuli have no demonstrable effect on the 
gall bladder as they do on the duodenum. 

The macroscopic appearance of the lining mem- 
brane of the human gall bladder shows the forma- 
tion of the valves of Heister. Microscopically the 
lining membrane does not exhibit any specific 
glands of secretion, goblet cells, or glands except in 
the neck of the gall bladder where they are oc- 
casionally seen. 

The author explains the formation of the 
Rokitansky-Aschoff sinuses and their differentiation 
from glands. Sinuses are very rarely seen in the 
normal gall bladder and are believed to be caused 
by repeated over-distentions and contractions of an 
unhealthy gall bladder probably associated at 
times with some obstruction in the common duct. 

The muscularis consists microscopically of longi- 
tudinal, oblique, and circular layers, none of which 
is sufficiently dense to form a distinct layer. The 
muscularis helps to form the surface relief of the 
mucosa. 

It is pointed out that the normal human gall 
bladder is never over-distended and never extremely 
contracted but always in a state of moderate dis- 
tention and practically never empty. As a rule the 
gall bladder does not empty itself by muscular con- 
traction. The amount of bile that leaves the cystic 
duct in twenty-four hours is very small. 

The perimuscular layer is a layer of connective 
tissue around the muscularis and contains the 
neurovascular bundle formed by the cystic artery, 


cystic veins, lymphatics, and fairly large nerves. 
The fourth layer of the gall bladder is the serosa 
formed by the peritoneum. 

The wall of the gall bladder may be said to be 
composed of three layers: (1) the mucosa, (2) the 
muscularis, and (3) the perimuscularis. 

Witrrm L. Granam, M.D. 


Gould, E. P., and Whitby, L. E. H.: A Case of 
Bacillus Welchii Cholecystitis. Brit. J. Surg., 
1927, xiv, 646. 

The authors report the case of a woman 43 years 
of age upon whom they performed a cholecystectomy. 
The aspirated fluid, which had a rancid odor, was 
examined bacteriologically. Smears showed gram- 
positive bacilli resembling the bacillus welchii. 
Anaerobic cultures yielded a profuse growth of 
organisms similar to those found in the smears. 
Guinea pig inoculations caused intense gas gangrene 
and death within twenty-four hours. When six 
stones found in the gall bladder were crushed and 
incubated the bacillus welchii was obtained from all 
and the streptococcus fecalis from two. Examination 
of the gall bladder showed the bacillus welchii in large 
numbers in the ulcerated mucous membrane. 

The patient’s uneventful recovery is attributed to 
the complete removal of the focus of infection by the 
removal of the gall bladder. 

In one of two other cases cited the patient’s con- 
dition was so grave that exploration of the gall 
bladder was impossible. At autopsy, the bacillus 
welchii was recovered from the omentum, gall blad- 
der, liver, and spleen. In the other case the bacteria 
were confined to the gall bladder and the condition 
terminated in recovery. Raymonp Green, M.D. 


Fowweather, F. S., and Collinson, G. A.: Certain 
Chemical Changes Associated with Gall Stones, 
with Special Reference to the Relation Between 
Gall Stones and Hypercholesteroleamia. Brit. 
J. Surg., 1927, xiv, 583. 

The authors investigated the cholesterol and cal- 
cium contents of the blood, bile, and gall bladder. 
The determinations were made in cases which had 
come to operation. 

The blood cholesterol was increased in 46.7 per 
cent of the cases and the blood calcium in 32.8 per 
cent. The bile cholesterol was increased in 44 per 
cent, but decreased in 6 per cent, the mean value 
being higher than the mean normal but decreased 
with an increase in the blood cholesterol. 

The bile calcium was increased in 6.7 per cent 
of the cases and decreased in 17.8 per cent. Here 
the mean value was below the normal mean value, 
but its variation with increased blood cholesterol 
was not always in the same direction. 

The cholesterol content of the gall bladder was 
increased in 45.5 per cent of the cases and decreased 
in 22.7 per cent. The gall-bladder calcium was in- 
creased in 44.9 per cent and decreased in 7.3 per cent. 

Whatever the value of the blood cholesterol, the 
great majority of the cases showed marked changes 
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in the composition of the gall bladder or the bile or 
both. 

No particular type of stone was found associated 
with any special type of chemical change in the 
other substances examined. 

It is generally assumed that the cause of gall stones 
is a constitutional tendency toward hypercholes- 
terolamia, but if this were true, diabetics whose diet 
results in a hypercholesterolemia would develop gall 
stones frequently. Moreover, if hypercholesterol- 
wmia causes stones, the blood cholesterol should not 
be altered by cholecystectomy, whereas after this 
operation the blood cholesterol shows a_ definite 
decrease. Accordingly, we must look to the gall 
bladder itself for the cause of gall-stone formation. 

The authors assume that in disease there is some 
degree of obstruction to the outflow of gall-bladder 
bile in the intestine; that while the inflow of dilute 
bile from the liver is maintained, there is, in the 
continuous process of concentration, a normal rate 
of addition of cholesterol (and other substances) 
which results in the production of a bile of greater 
concentration than normal. At the same time the 
gall bladder which normally absorbs cholesterol is 
in contact with a fluid richer in this substance than 
usual so that the amount of cholesterol passing 
through it and into the circulation is also increased. 
This, they believe, explains the tendency toward 
increased concentration of cholesterol in the blood, 
the gall bladder, and the bile. A continuance of the 
process of concentration of the bile would ultimately 
result in the production of a bile which would be 
saturated with respect to cholesterol, and any further 
concentration beyond this point would result in the 
deposition of solid cholesterol from the overcharged 
solution, the formation of stones. 

When there is an obstruction to the outflow of 
bile into the intestine, an increased concentration of 
the bile with a tendency toward hypercholesterol- 
wmia and hypercalcemia results. If a_ patient 
suffering from cholecystitis comes for examination 
during the active stage of the disease, we ought to 
find hypercholesterolemia, possibly, also, hyper- 
calcemia; but as a disturbance of the blood calcium 
seems more difficult to produce than a disturbance 
of the blood cholesterol, the former will not be 
found as frequently as the latter. In addition, we 
should find a bile with a high cholesterol concentra- 
tion and a normal or decreased calcium concentra- 
tion, and a gall bladder containing an increased 
amount of both substances. This is borne out by the 
findings reported. RayMonp GREEN, M.D. 


Gundermann: Symptoms Following Cholecystec- 
tomy and the Results of Their Treatment 
(Ueber Beschwerden nach Cholecystektomie und die 
Ergebnisse ihrer Behandlung). 512 Tag. d. deutsch. 
Ges. f. Chir., Berlin, 1927. 

The authar reports upon thirty-one cases in which 
cholecystectomy was followed by a recurrence of 
symptoms. Of these, seven were cured. The cases 
represented all types of cholecystitis, and it ap- 
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peared that the severity of the previous disease proc- 
ess was not responsible for the recurrence of the 
symptoms. In many of the cases spasm of the 
sphincter of Oddi may have been the cause, but such 
spasms may occur also when the papilla is wide. 

It was surprising that although the colon bacillus 
and paratyphoid cases are considered to be the most 
severe, one-fourth of the cases of staphylococcus 
infection were not cured. This fact may be ex- 
plained by the discovery of staphylococci in the 
interacinous liver tissue. Perhaps also the mode of 
infection may offer an explanation as a colon bacillus 
infection is a more local process whereas a staphy- 
lococcus infection is a more general process. This 
theory induced Gundermann to carry out some 
experiments with vaccines. 

Ot sixty-four patients who were vaccinated, only 
nine developed recurrences, whereas of those who 
were unvaccinated sixteen developed a recurrence. 
Protein therapy was valueless. 

In conclusion the author mentions the spasmolytic 
effect of bile administered by mouth, an effect which 
was evident in two cases of fistula of the common 
duct. This treatment should be tried in recurrences 
following cholecystectomy in order to relieve any 
existing spastic condition of the sphincter of Oddi, 
but in the staphylococcus infections a specific vac- 
cine therapy should be given first of all. 

STETTINER (Z). 


Cullen, T. S., and Friedenwald, J.: Acute and 
Chronic Pancreatitis: Clinical Observations. 
Arch. Surg., 1927, Xv, 1 


The authors report four cases of acute pancreatitis 
and fifteen of chronic pancreatitis. The acute 
hemorrhagic, suppurative, and gangrenous types 
are discussed from the clinical standpoint. 

The diagnosis of acute pancreatitis is frequently 
not made before operation. The acute epigastric 
pain with signs of shock may suggest rupture of a 
peptic ulcer, acute cholecystitis, or appendicitis. 
Operative interference is indicated, but there is 
little agreement as to the time it should be under- 
taken. Each case must be considered individually. 
The frequently associated disease of the gall tract 
must also be remedied at operation. 

In chronic pancreatitis the history of chronic 
dyspepsia, epigastric pain or discomfort, nausea, 
emaciation, and slight jaundice may suggest cancer 
of the pancreas. Great assistance in the diagnosis 
may be rendered by an examination of the duodenal 
contents for pancreatic ferments. These may be 
markedly diminished in their activity. 

In the prophylaxis of pancreatitis the early 
treatment of disease of the gall tract is advisable. 

J. Frank Dovucurty, M.D. 


Riess, P.: Experiences with Acute Necrosis of the 
Pancreas (Erfahrungen bei akuter Pankreasnekrose). 
Arch. f. klin. Chir., 1927, cxliv, 325. 


Riess discusses acute pancreatic necrosis on the 
basis of twenty cases recently observed in the sur- 
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gical clinic of the Municipal Hospital of Essen-Ruhr. 
Like Schlegel, he differentiates between acute pan- 
creatic necrosis and the pancreatoses which are 
pancreatic injuries without parenchymatous changes 
in the gland. 

In the discussion of the symptoms particular at- 
tention is called to the colicky pains and their fre- 
quent location in the epigastrium; also to the fact 
that frequently a deep pain in the back is felt on 
palpation of the epigastrium. It is emphasized re- 
peatedly that often, in spite of the most severe toxic 
general symptoms, the changes in the pancreas are 
slight and vice versa. Therefore no conclusion re- 
garding the changes in the pancreas can be drawn 
from the symptoms or the severity of the attack. 
The author emphasizes also that it is well to be 
more conservative in attacking the gland itself and 
its surroundings as a cure may often be obtained 
by simple laparotomy or extirpation of the gall- 
bladder. 

The pancreas itself should be attacked only for 
foci of necrosis which lead to complete destruction 
of the parenchyma. Opening of a necrotic focus must 
be done with extreme care and without causing 
hemorrhage. ‘The surroundings of the pancreas 
should be packed off and drained if an exudate is 
found in the omental bursa. When only slight 
changes are discovered, nothing should be done to 
the gland itself and only the diseased biliary pas- 
sages should be treated. The operation should be 
performed early. 

The most important etiological factors are diseases 
of the gall bladder, and the treatment of these is 
often sufficient to produce a cure. Haim (Z). 


Wilder, R. M., Allan, F. N., Power, M. H., and 
Robertson, H. E.: Carcinoma of the Islands of 
the Pancreas: Hyperinsulinism and Hypogly- 
cemia. J. Am. M. Ass., 1927, |xxxix, 348. 


The authors report a case in which there was a 
constant tendency toward severe spontaneous hypo- 
glycemia. This was attributed to overproduction of 
insulin from a tumor of the pancreas originating in 
the islands of Langerhans. 

The patient was a physician 4o years of age who 
had sutiered from frequent attacks of severe epi- 
gastric pain for nine years. Eighteen months before 
the examination he began to have attacks of weak- 
ness accompanied by peculiar sensations which 
occurred if his meals were delayed or if he undertook 
unusual exertion. He recognized the similarity of the 
symptoms to those of an insulin reaction, and dis- 
covered that they could be relieved by taking food 
or candy. The attacks gradually increased in fre- 
quency and severity, and it finally became necessary 
for the patient to take sugar or food every hour 
during the day and night. If the taking of food was 
delayed, he rapidly passed into convulsions and 
coma from which he could be resuscitated only by 
the intravenous injection of glucose. 

During the attacks, the percentage of sugar in the 
blood fell to extremely low levels, sometimes to less 


than 0.030 gm. for each 100 c.cm. Epinephrin and 
pituitary extract had no influence in preventing the 
fall. At the first examination the amount of sugar 
required to maintain the normal blood sugar level 
was found to be from 20 to 25 gm. every hour. The 
requirement rapidly increased until two months 
later it was necessary to give sugar every half hour 
and the total amount ingested in twenty hours 
exceeded 1,000 gm. Death finally occurred from 
exhaustion. 

An exploratory operation performed one month 
before death revealed a large tumor in the tail of the 
pancreas and several metastatic nodules in the liver. 
These findings were confirmed at autopsy. Micro- 
scopically, the tumor showed a distinct resemblance 
to islet tissue and the similarity seemed sufficient to 
justify the conclusion that the tumor was a car- 
cinoma originating primarily in the islands of Langer- 
hans. The proof that it was responsible for the 
excessive production of insulin was furnished by 
testing an extract of one of the masses in the liver 
for insulin activity. The extract was decidedly 
active in lowering the blood sugar of rabbits, while 
a control extract of hepatic tissue was inactive. 

The condition encountered in this case has not 
been previously described. It may therefore be re- 
garded as a new disease. The demonstration of the 
production of an internal secretion by a malignant 
tumor is also of unusual interest. 


Bergmann, von: Internistic Conference on Surgery 
of the Pancreas (Internistisches Korreferat zur 
Chirurgie des Pankreas). 51 Tag. d. deutsch. Ges. f. 
Chir., Berlin, 1927. 

Von Bergmann reviewed the experiments on 
animals performed by Guleke. He called attention 
to the fact that there are few instances in experi- 
mental medicine in which it is possible, as in pan- 
creatic disease,to reproduce in animals the conditions 
seen in man. The severity of the resulting disease 
picture depends upon whether the animal is at the 
height of digestion orishungry. When the animal is 
in a stage of hunger the resulting disease picture is 
mild. The essential factor which gives rise to the 
disease is the ferment. The powder lies in the gland 
ready to explode and can be made to explode by 
numerous influences. 

Bacteria are included among the etiological fac- 
tors, but are not essential for the production of the 
disease. In the foreground is autodigestion. By 
preliminary treatment with trypsin preparations, 
von Bergmann has been able to produce a certain 
immunity or rather a certain resistance to toxins. 
The production of a passive immunity, however, 
has never been realized. Von Bergmann believes 
that it may be possible to render the course of the 
condition milder also in clinical cases by the admin- 
istration of trypsin preparations. Although even 
the most severe cases may develop without any pre- 
monitory symptoms, there are those in which the 
severe attacks are preceded by milder ones which 
are very difficult to diagnose. 
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In cholelithiasis, sudden irradiation of the pain 
toward the left and a sense of constriction extending 
from the left shoulder to the sigmoid and sometimes 
even into the left leg are symptoms suggesting 
pancreatic disease. Involvement of the pancreas 
can be established also by the exact determination 
of Head’s zones. These are quite different phenom- 
ena from those occurring in stormy acute pan- 
creatitis demanding immediate surgical intervention. 
Not every pain in the left epigastrium is a pan- 
creatic pain, but according to von Bergmann’s experi- 
ence, a large percentage of them are traceable to the 
pancreas. 

Among the aids to diagnosis is the diastase reac- 
tion in the urine. While a high diastase content 
in the urine is found also in other very febrile condi- 
tions and its absence does not exclude the presence of 
pancreatitis, the test is nevertheless of some value. 
The finding of diastase in the blood is also not con- 
clusive. Of greater value is examination with the 
duodenal tube. If no trypsin is found after irritation 
of the duodenum with ether, the test is conclusive, 
but if trypsin is found the test is not conclusive. Of 
greater importance is the occurrence of a typical 
— attack of pain after the introduction of the 
ether. 

What is the anatomical basis of these mild cases? 
Pathological anatomy gives little information as the 
sequele often do not become apparent for years. 
The blood-sugar content is also not characteristic. 
In the acute attacks there may be a hypoglycaemia 
progressing to hypoglycemic shock. At times there 
is a hypertrophy of the insular tissue, but the carbo- 
hydrate metabolism may remain entirely unchanged. 
Von Bergmann believes that some of the cases ot 
pericystitis and of periduodenitis found at operation 
or autopsy are to be ascribed to pancreatic conditions. 

Attention is called to the relation between corpu- 
lency and pancreatic disease. Pancreatic diseases are 
associated most frequently, however, with gall- 
bladder conditions such as cholecystitis and chole- 
lithiasis. Frequently the condition is not one of stone, 
but a neuropathic complex. Bile and trypsin are 
churned back and forth and cannot find the right 
path in the duodenum. If they enter the pancreatic 
duct, pancreatic disease may result. After the re- 
moval of the gall bladder the reservoir for large 
quantities of bile is lacking, and if in this condition 
the sphincter of Oddi is closed the bile enters the 
pancreas and causes symptoms. This explains the 
sinistral irradiation of the pain. ‘To prevent this 
condition it is necessary, in cholecystectomy, to 
make a wide anastomosis between the choledochus 
and the duodenum. 

In conclusion, von Bergmann repeated that he 
does not oppose early operation for acute attacks, 
but believes it of the greatest importance to recog- 
nize the milder attacks as pancreatic disease, to 
diagnose tHe cases of latent pancreatitis, and by 
treatment with trypsin and a proper diet to ward off 
severe attacks associated with necrosis and haemor- 
rhage. 
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In the discussion of von Bergmann’s paper, 
Wat1zeEL (Vienna) reported that in six of the fourteen 
cases of pancreatic necrosis in which he operated he 
was not satisfied with merely splitting the capsule 
but went deeper down into the gland in order to re- 
move the necrotic tissue. In five cases he was able 
to do this without causing haemorrhage, but in one 
case death resulted from severe hamorrhage with 
symptoms of air embolism and autopsy revealed 
rupture of the splenic vein. The wall of the vein was 
permeated by necrotic fat and had been thinned out 
to one-fifth its normal thickness. Elastic fibers were 
present in very small numbers or entirely absent. 
The smooth muscle also showed signs of degenera- 
tion. This case demonstrated that the greatest care 
is necessary when deep incisions are made. As the 
result of the swelling of the gland the vessels may 
become displaced and a great deal of damage may 
be done if the surgeon gets away from the midline. 

GULEKE (Jena) remarked that in further experi- 
mental work it will be very important to differen- 
tiate acute pancreatitis, which is an autodigestive 
condition, from purulent pancreatitis. Experimental 
and clinical evidence has shown that, in the former, 
bacteria are found only rarely and ferments play the 
most important réle. First among the causes of 
pancreatitis are gall stones, but a stone in the com- 
mon duct or papilla of Vater is rare. In experiments 
on dogs in which Guleke studied the pressure rela- 
tions in the common and pancreatic ducts he found 
that during starvation the pressure is higher in the 
common duct whereas during digestion it is higher 
in the pancreatic duct. Therefore the occurrence of 
an overflow is unusual. There are also other modes 
of development of importance from the standpoint 
of prophylaxis. The determination of diastase in the 
blood is a diagnostic aid. Nothing of prognostic 
value is to be obtained from quantitative determina- 
tions. With regard to treatment, Guleke called 
attention to the fact that, despite early operations, 
the number of poor results has not been appreciably 
decreased. The condition always suggests a severe 
intoxication, and some remedy must be sought to 
combat the latter. 

HABERER (Gratz) stated that he had seen only 
nine cases of pancreatic stone and some of them 
were to be listed among the cysts. He cited Koerte’s 
case of fibro-adenoma and reported that he had 
operated upon a similar case. Characteristic symp- 
toms pointing to pancreatic disease were not present. 
The mass in the left hypochondrium, which was the 
size of a child’s head, was mistaken for a retroperi- 
toneal tumor. The neoplasm was removed trans- 
peritoneally, but even at the time of operation it 
was not recognized as a pancreatic tumor. The 
abdomen was therefore closed up tightly, which 
Haberer would not have dared to do if he had known 
the relationship of the mass to the pancreas. How- 
ever, the wound healed well. : 

SEBENING (Frankfurt a. M.) showed roentgeno- 
grams of specimens injected with iodipin to demon- 
strate the variations in the pancreatic ducts. Some- 


SURGERY OF THE ABDOMEN 457 


times the duct of Wirsung and sometimes the duct 
of Santorini is the major passage. In some cases the 
two ducts run parallel, whereas in others they empty 
into each other. In some cases they empty together 
at the normal site, but in others there is a minor 
papilla and the choledochus and pancreatic ducts 
empty at different points. 

Heuss (Berlin) discussed the diagnostic value of 
the Wohlgemuth test on the basis of observations 
made on Unger’s service at the Rudolph Virchow 
hospital. In thirty-three cases a pathological increase 
was found three times. In twenty-two cases of 
pancreatitis normal values were found only twice. 
The test is of value also because of its simplicity and 
rapidity. 

Bruetr (Hamburg) also emphasized the minor 
role played by bacterial infection in pancreatitis. 
Even the most severe cases are sterile. Bruett has 
followed up a number of cases after treatment. 
Functional tests were normal so far as fat was con- 
cerned. Moreover, even the administration of large 
quantities of glucose did not lead to the elimination 
of sugar in the urine. Occasionally however, high 
blood-sugar values were found. The danger of 
chronic disease after a successful operation is slight. 

SEELIGER (Freiburg) discussed the bactericidal 
action of pancreatic juice. Careful studies have 
shown that the succus entericus has a bacteriostatic 
action only after the removal of its lipoids by the 
fat-splitting action of the pancreatic secretion. 

Moszkowicz (Vienna), referring to von Berg- 
mann’s statements regarding the development of 
pancreatitis after cholecystectomy, emphasized the 
importance of the anastomosis between the common 
duct and the duodenum which von Bergmann 
recommended. It may even be important to separate 
the two ducts from each other. There was only one 
death in the nineteen cases in which Seeliger made 
such an anastomosis. When this type of operation 
is performed drainage of the hepatic duct is not ne- 
cessary. 

Houv-sBaum (Leipzig) emphasized the danger of 
injury to the common duct or the pancreatic duct in 
resection of the duodenum. Following suchinjury,a 
pancreatic fistula develops. To close a fistula of this 
kind, Hohlbaum draws up a loop of jejunum and 
implants the fistula into it in the manner of a Braun 
anastomosis. He has closed two such fistula in this 
way. Ina similar manner he closed a fistula follow- 
ing an operation for pancreatic cyst. The jejunal 
loop used for the purpose was divided and an entero- 
anastomisis then done. The patient has now been 
cured for six months. 

FINSTERER (Vienna) also stated that in cases of 
gastric ulcer invading the pancreas the base of the 
ulcer should be left, but in all cases drainage must be 
established. In his 925 resections for ulcer a gastric 
or duodenal ulcer penetrating into the pancreas was 
found 224 times. In none of these cases did peri- 
tonitis develop. Finsterer has seen only one case of 
acute pancreatitis; at resection of a small ulcer 
penetrating into the pancreas the base of the ulcer 


was removed, the surface of the pancreas covered 
with omentum, and the abdomen closed without 
drainage. Involvement of the pancreas by a gastric 
carcinoma makes resection more difficult and renders 
the immediate postoperative results less satisfactory, 
but this condition can no longer be regarded as a 
contra-indication to an attempt at radical operation 
as patients who are not operated will die, whereas of 
those treated surgically nearly 25 per cent survive 
and are well more than five years after the operation. 
To improve the operative results, Finsterer advised 
the most sparing operation possible with the avoid- 
ance of general anasthesia and with careful packing 
off of the general abdominal cavity from the site of 
operation and careful external drainage of the pan- 
creatic secretion. He believes it well also to omit the 
usual resection of the omentum. Of 297 patients 
subjected to resection for carcinoma, seventy-one 
showed involvement of the pancreas. Of these, 
twenty-three (32.4 per cent) died after the operation. 
Of forty who were discharged as cured, fourteen 
(35 per cent) remained free from recurrence for 
more than three years and twelve (33 per cent) for . 
more than five years. 

OrtH (Homburg, Saar) emphasized the difficulty in 
the diagnosis. Occasionally a sensation of pressure 
in the mid-abdomen is the principal symptom. 
Roentgen examination is decisive chiefly in cases of 
pancreatic stone. In a case of stone operated upon 
by Orth a number of years ago death occurred six 
weeks after the operation from the erosion of a vein. 

ARNSBERGER (Karlsruhe) also stated that there 
are mild affections of the pancreas which disappear 
spontaneously but are indicated by a diabetes 
developing later. He emphasized the importance of 
recognizing these conditions. 

VoLKMANN (Halle) said that in order to prevent 
fistula formation the suture should penetrate only 
the capsule. 

WEsrTPHAL (Berlin) stated that in disturbances of 
motility of the biliary passages and the pancreatic 
duct, particularly in the common biliary conditions 
with dilatation of the common duct and in sympa- 
theticotropic irritative states of the biliary tract, it 
is possible for pancreatic ferments, especially trypsin, 
to find their way into the biliary ducts and the liver. 
Extensive experiments made on dogs, rabbits, and 
cats showed that the injection of pancreatic secre- 
tion into the extrahepatic bile passages caused exten- 
sive and severe injuries to the liver, gall bladder and 
common duct which closely resembled the patho- 
logical changes seen in human gall bladders. In 
addition to bacterial infection, these autofermentive 
injuries of the liver and pancreas occurring most 
frequently through the larger ducts and those occur- 
ring in the ducts themselves seem to play an impor- 
tant réle in disease of these organs. Thereforein gall- 
bladder disease with marked dilatation of the com- 
mon duct a choledochoduodenostomy seems to be 
definitely indicated to provide quick drainage of the 
ferments which are so dangerous when the passages 
are congested. 
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Von Repwirz (Munich) has used the Wohlge- 
muth test in numerous cases. An increase of the 
diastase in the urine and blood indicates obstruction 
of the pancreatic duct or hypofunction. A negative 
reaction alone means nothing. The value of the test 
is determined by comparisons. Von Redwitz recom- 
mends the use of the test in the re-examination of 
patients. He called attention also to the toxic 
character of the disease picture which makes the 
diagnosis easier. Often, however, the picture is 
variable. Von Redwitz has noted the sudden shifting 
of the pain toward the left side in cases with a typical 
history of gall-bladder disease. This shifting may 
occur within a period of twenty-four hours. He 
cited several cases of acute pancreatitis occurring 
during pregnancy. The blood-sugar content is high. 

LoruEISSEN (Vienna) stated that he has seen fifty- 
three cases. Thirty-one of the patients were women. 
Four refused operation. Of these, one died and the 
three others got well. In two cases in which opera- 
tion for some other condition was done later the 
correctness of the diagnosis was proved by the fat 
necrosis which was still present. In thirty-two cases 
of gall-bladder disease which were operated upon, 
involvement of the pancreas was suggested through- 
out the entire clinical course of the condition. The 
clinical picture included left sided pain (especially a 
characteristic precoracoidal pain). The diagnosis 
was made before operation in two-thirds of the cases. 
Asa rule Lotheissen split the capsule and drained the 
secretion by several drains extending the entire 
length of the gland. By these measures he has re- 
duced the mortality from 50 to 18 per cent. 

StRAUB (Berlin) reported experiments made by 
him and Bernhardt in which water-soluble medica- 
ments~ insulin, adrenalin, cardiac, and narcotic 
drugs, etc.- were injected. (Insulin was rubbed up 
with olive oil, cholesterin, etc. and deposited under 
the skin.) ‘Two curves demonstrated how the sub- 
stances were gradually and slowly released from 
these deposits over a period of fifteen days, whereas 
in the case of ordinary injections all of the substance 
is absorbed within a few hours. STETTINER (Z). 


Schmieden: Surgery of the Pancreas (Chirurgie 
des Pankreas). 51 Tag. d. deutsch. Ges. f. Chir., 
Berlin, 1927. 


After a brief historical review of pancreatic disease 
in which he refers particularly to the works of 
Gussenbauer and the monograph of Koerte, Schmie- 
den describes briefly the pathologico-anatomical 
picture. This is of three types: (1) necrosis, (2) 
hemorrhage, and (3) inflammation. The first type 
is the most common. 

One of the causes responsible for the high mortal- 
ity of pancreatic disease is the digestion of the fine 
vessels in the omentum which leads to hemorrhage 
into the abdominal cavity. In the further advance 
of the condition, fat necrosis develops and spreads 
by way of the lymphatics and by direct contact. It 
occurs in the abdominal cavity about sixteen hours 
' after the beginning of the condition. Fat necrosis 
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may form in the extremities as the result of its 
transportation by the blood stream. Usually the 
course of the condition is so acute that peritonitis 
and sepsis do not develop. 

In the treatment, a knowledge of the pathogenesis 
is important. The author mentions the following 
possible modes of origin: (1) by the spread of infec- 
tious duodenal contents into the pancreas through 
the duct of Wirsung or the duct of Santorini, (2) 
by the entrance of bile or bacteria into the pancreas 
through the common duct, (3) through arterial 
emboli, (4) through retrograde venous transporta- 
tion, (5) through traumatic insult, (6) through in- 
fection from a duodenal ulcer, and (7) through a 
duodenal diverticulum. 

Characteristic of the condition is its rapid de- 
velopment, which can be compared to the explosion 
of a powder magazine. 

In 66.8 per cent of the cases reviewed by the au- 
thor the pancreatic disease was associated with a 
biliary tract condition. It may possibly be re- 
garded as a complication of cholelithiasis. Not all 
cases are due to the presence of a large stone. Even 
the passage of a small stone is a sufficient cause for 
pancreatitis. Therefore the aim of surgical treat- 
ment must be, if possible, to remove the cause of the 
condition by cholecystectomy or some other opera- 
tion at the time of operation on the pancreas. Of 
patients so treated, 61.3 per cent were cured, whereas 
of those without a simultaneous operation on the 
biliary tract, only 40.7 per cent were cured. The 
corresponding percentages given by Kappis were 
55.3 and 37.5 

The pancreas is a sensitive organ demanding 
great care in operations performed near it. Even the 
introduction of a sound into the pancreatic duct 
may have serious consequences. Coarser injuries 
such as may occur in extirpation of the spleen, 
resection of the duodenum, and other operations, 
are dangerous. The abdomen should not be com- 
pletely closed when it is believed that the pancreas 
has been injured or irritated. Diagnostic excisions 
from the pancreas are to be avoided. 

The author has seen 145 cases of pancreatic 
disease following operations on the stomach. The 
chief cause of the complication was the excision of an 
ulcer penetrating the pancreas. 

Of the greatest importance in the treatment is an 
exact knowledge of the course of the pancreatic 
ducts. The author cites the classical description of 
Wirsung of Padua (1642). Clairmont has described 
ten types of pancreatic duct. The embryological 
development must also be taken into account. An 
important source of danger is the very common 
hammer form with adhesions to the pylorus. Also 
not to be underestimated are the scattered embryonic 
rests of pancreatic tissue which are often spread over 
the entire alimentary tract and play a réle in post- 
operative peptic ulcer. In addition to this large 
number of causes there is also an unknown factor 
which. determines pancreatic necrosis, a definite 
susceptibility of the pancreas. 
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The author then enumerates briefly some of the 
less common causes such as the entrance of ascarides 
into the duct, meat and sausage poisoning, and 
metastatic pancreatitis which occurs especially fre- 
quently after proctitis and also after operations per- 
formed at a distance from the pancreas as the result 
of retrograde transportation. 

The diagnosis may be very difficult. The ability 
to palpate the pancreas does not necessarily mean 
that the organ is diseased. The pain of pancreatic 
disease is transmitted by the solar ganglion back 
of the pancreas. Characteristic of pancreatic 
disease is the sudden occurrence of abdominal dis- 
turbance with severe vomiting but without abdom- 
inal rigidity. 

In 1,510 cases a positive diagnosis was made in 
329 and a tentative diagnosis in 294. In 346 cases 
the condition was believed to be an affection of the 
biliary tract; in 160, peritonitis; in 157, perforated 
ulcer; and in thirty-four, appendicitis. Erroneous 
diagnoses were made even when the abdomen was 
open. 

The increase in the number of cases of pancreatic 
disease diagnosed has been due, not to an increase 
in the incidence of the condition, but to an increase 
in the facility with which the diagnosis is made. The 
ratio of women to men affected is 65:35. Of the 
patients whose cases are reviewed, 794 were fat and 
175 were thin. The condition is most common in 
persons who are heavy eaters and drinkers. 

Of 1,275 patients who were operated upon, 624 
(48.5 per cent) were cured. Those who were not 
operated upon and recovered had serious after- 
e'fects such as diabetes and chronic peritonitis. In 
only a few of the cases were there pancreatic 
stones of any considerable size which could be re- 
moved. 


The author then briefly considers the problem of 


diabetes. There is still no operative treatment for 
this condition. The administration of insulin is not a 
true substitution therapy. 

In conclusion, Schmieden discusses the indications 
and type of operation for pancreatic disease. Early 
operation is the procedure of choice (Guleke). As a 
prognosis is impossible, there should be no hesitancy 
when a definite diagnosis is made. Tiding the pa- 
tient over to a free interval is impossible. Only in 
the presence of extreme collapse and in late cases 
is it justifiable, if the pulse is good, to await the 
formation of an abscess or a cyst. As a rule it is 
wrong to wait until the complete clinical picture has 
developed. The purpose of operation should be 
to evacuate the exudate by wide opening of the 
abdominal cavity, splitting of the capsule, and 
drainage. The usual approach is by the anterior 
route with raising of the stomach and colon. The 
lumbar route is used only exceptionally, but for 
better drainage a counter-incision is often advisable. 
Frequently it is not sufficient to split the capsule of 
the gland; the parenchyma also must be incised. 
yee must be taken not to injure the pancreatic 

ucts. 


In the diagnosis of pancreatic stone the X-ray is 
often an indispensable aid. Of twenty cases of pan- 
creatic stone, eleven were cured. Of 128 patients 
with cysts, 112 were cured and fifteen died. True 
and false cysts must be differentiated. Of sixty-two 
cases of wounds of the pancreas, thirty were cured. 
Improvement in the results will be possible only 
from early diagnosis and operation. 

STETTINER (Z). 


Bailey, H.: Traumatic Rupture of the Normal 
Spleen. Brit. J. Surg., 1927, xv, 40. 

Susman, M. P.: Spontaneous Rupture of the 
Spleen. Brit. J. Surg., 1927, xv, 47. 


BatLey states that cases of rupture of the spleen 
may be divided into four groups: (1) those which 
are rapidly fatal, the patient never rallying from 
the initial shock; (2) those in which the patient 
recovers from the initial shock and shows signs of 
splenic rupture later; (3) those with delayed signs 
and symptoms; and (4) those with spontaneous 
recovery. 

Uncomplicated rupture of the spleen is seldom a 
cause of sudden death. More than three-fourths of 
the cases fall into the second group. The clinical 
signs of internal hamorrhage are inconstant and at 
times very difficult to differentiate from those of 
shock. Restlessness, air hunger, and a rising pulse 
rate are not always present. Abdominal rigidity and 
localized tenderness over the splenic area are more 
constant. Shifting dullness in the flanks is probably 
always present. Inquiry should always be made 
regarding the presence of referred pain in the left 
shoulder. 

In the cases in which serious hemorrhage does not 
occur until after a period of several days, the pedicle 
must be handled with particular care on account of 
its friability. 

Spontaneous recovery from rupture of the spleen 
is possible, but fails to occur so frequently that the 
necessity for surgical aid must always be assumed. 

The left paramedian incision is used most generally 
for splenectomy, but a supra-umbilical median inci- 
sion is usually adequate and permits more rapid 
opening and closing of the abdomen. If more room 
is needed, the latter incision can be enlarged trans- 
versely to the left. Splenectomy is preferable to 
suture and tamponade. An ideal procedure is the 
transfusion of matched blood as soon as the pedicle 
is ligated. If this cannot be done, the subcutaneous 
administration of saline solution is indicated. 

The early complications which may occur while 
the patient is still in the hospital are: (1) peritoneal 
effusion, due probably to the leakage of pancreatic 
ferments from the wounded tail of the pancreas; 
(2) bursting open of the wound requiring resuture; 
(3) pleural effusion on the left side; (4) persistent 
hiccough due to irritation of branches of the left 
phrenic nerve; (5) splenic asthenia; (6) general peri- 
tonitis; and (7) intestinal obstruction. 

The late complications are attacks of cardiac 
palpitation when the patient lies on his left side and 
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due probably to lack of support of the undersurface 
of the left diaphragm; fleeting bone pains; and 
attacks of vomiting. 

SUSMAN states that spontaneous rupture of the 
spleen is now a recognized catastrophe, but in most 
of the recorded cases of splenic rupture the spleen 
was pathological. Spontaneous rupture of the ab- 
normal spleen occurs most frequently in malaria. 
Splenic rupture may be a complication also of 
leukemia, typhoid, pregnancy, and acute infections. 

The symptoms closely resemble those of trau- 
matic rupture of the spleen. There is no uniformity 
of opinion as to whether the rent occurs most fre- 
quently on the concave or the convex surface. In 
many cases a subcapsular hamatoma forms and 
ruptures later. 

An apparently spontaneous rupture of the spleen 
may be a traumatic one with delay of the symptoms 
due to the fact that the hemorrhage was subcapsular 
at first or was prevented for a while by a temporary 
clot. 

A case of spontaneous rupture of an apparently 
normal spleen is reported. Susman was able to find 
only six similar cases in the literature. 

Cyrit J. M.D. 


MISCELLANEOUS 


Walton, A. J.: Visceroptosis. Lancet, 1927, cexiii, 


1, 60. 

Visceroptosis appears to be more common today 
than it was thirty years ago. Its symptoms closely 
resemble those of recognized organic lesions. 

In every case presenting the characteristic symp- 
toms of visceroptosis there is abnormal mobility of 
some part of the intestinal tract. All cases of true 
ptosis show dilatation of the stomach or intestine, 
but in the absence of an obstructive factor there is 
no hypertrophy of the muscular wall. 

The accessory membranes which are seen in cases 
of visceroptosis are unquestionably of congenital 
origin; there is little or no evidence that they are 
formed as the result of chronic intestinal stasis. In 
patients with well-developed ptosis there are often 
definite changes in the general body structure. Such 
patients are relatively frail and thin, with drooped 
shoulders, a lordosis, a narrow flat chest, and a 
protruding flabby lower abdomen. In advanced 
stages of the condition the patient usually shows 
abnormal mental characteristics with a tendency 
toward despondency. 

Virginal ptosis is a condition nearly entirely 
limited to women. Males a‘fected by it usually havea 
normal body structure and do not develop symptoms 
until later in life. There is no evidence that ptosis 
predisposes to the development of gastric or duode- 
nal ulceration. 

Visceroptosis is much more common in women 
than in men because in women the postural muscles 
are less well developed. In men, the symptoms do 
not appear until there is a loss of tone with the 
beginning weakness of late middle age. 


. rigidity. 
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The symptoms of visceroptosis closely resemble 
those of localized organic lesions, the treatment of 
which is almost entirely surgical. The patient is 
rarely free from discomfort but often there is no 
progress in the symptoms after a duration of many 
years. ‘There is nothing characteristic about the 
pain. Vomiting is common and hamatemesis is 
sometimes frequent. 

X-ray examination is of greater value in the 
diagnosis than the history and physical findings. 
Ptosis is usually associated with atony. Of equal 
value with the positive findings is the absence of 
evidences of organic disease with similar symptoms. 

In no case of visceroptosis should operative 
treatment be considered until medical measures 
have been thoroughly tried. In the medical treat- 
ment the attempt should be made to improve the 
patient’s diet, overcome the constipation, increase 
the postural tone, and improve the mental outlook. 

Surgery should be attempted only when medical 
treatment has produced no benefit and then only if 
the symptoms are definitely localized to one viscus 
in which an organic lesion might be present. When 
operation is performed inadvisedly it leads to an 
exacerbation of the symptoms rather than relief. 

Cyrit J. M.D. 


Wilkie, D. P. D.: Acute Infections of the Lower 
Abdomen. Surg., Gynec. & Obst., 1927, xlv, 13. 


The author maintains that there are two separate 
and essentially different diseases of the appendix, 
viz., acute inflammation of the wall, and acute 
obstruction of the lumen. Acute appendicitis, being 
primarily an infective lesion, gives rise to malaise, 
anorexia, pyrexia, rapid pulse, epigastric discomfort, 
occasional vomiting, and local tenderness and 
Acute appendicular obstruction causes 
acute epigastric pain and vomiting, often without 
an increase in the pulse or temperature. The local 
signs are those of tenderness and rigidity. Acute 
appendicular obstruction demands immediate ope- 
ration. Acute inflammation of the appendix is 
usually best treated in the same way, but if it is 
unrecognized until the fourth day and there is 
evidence of localization, it is wiser to treat it on 
expectant lines until recovery takes place or the 
evacuation of an abscess is necessary. 

The author has found that in late cases with 
dilatation of the cecum, cecostomy is a valuable 
adjunct to the operation. 

Jejunostomy may be a life-saving measure as in 
75 per cent of the fatal cases intestinal obstruction 
is present. Roperick V. Grace, M.D. 


Primrose, A.: Abdominal Surgery in the Presence 
of Infection Caused by the Streptococcus 
Hemolyticus. Ann. Surg., 1927, \xxxvi, 6. 


The uninjured peritoneum possesses a high degree 
of resistance to infection. Therefore in all abdominal 
operations every effort must be made to prevent 
injury to this delicate endothelial surface. It is 
possible to carry out extensive manipulations within 
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the abdomen without causing damage to the peri- 
toneum other than that of the organs to be re- 
moved. 

Drainage of a septic focus in the peritoneum is 
essential when it is known that the suppuration will 
continue and when general peritonitis is apt to occur 
if the abdomen is closed without drainage. On the 
other hand, it may be possible to remove the septic 
focus without damaging the rest of the peritoneal 
surface. 

Primrose emphasizes the importance of sound 
judgment in determining the indications for drain- 
age. He condemns the theory that the introduction 
of a drainage tube into the peritoneal cavity is 
always a safe procedure and that it should be done 
whenever there is any doubt. 

A case is reported which demonstrates the value 
of the intravenous administration of phenol as a 
means of increasing resistance to infection, particu- 
larly infection due to the streptococcus hemolyticus. 
Evidence is cited which suggests that penol thus 
employed increases the phagocytic activity of the 
blood and probably that of the tissues. 

SAMUEL Kaun, M.D. 


Deaver, J. B.: Secondary Operations on the Abdo- 
men. Ann. Surg., 1927, |xxxvi, 11. 


The majority of secondary operations are done for 
the sequel of appendicitis, cholangeitis, cholecysti- 
tis, choledochitis, peptic ulcer, and hernia. When 
they are grouped into an early, a later, and a remote 
group, it becomes apparent that the first two groups 
are usually necessitated by haemorrhage, a second- 
ary collection, obstruction, or fistula, and that re- 
mote secondary operations are demanded by intes- 
tinal obstruction, vicious circle, marginal ulcer, and, 
in rare cases, the removal of a foreign body such as a 
sponge, instrument, or needle overlooked when the 
abdomen was closed. 

Later secondary interventions are most frequently 
required for adhesions or the persistence or recur- 
rence of symptoms of disorders of the biliary or 
gastro-intestinal tract. In the biliary tract the cause 
may be inflammation or stone of the common or 
hepatic duct which was inaccessible at the primary 
operation and later worked its way into the common 
bile duct. Other conditions necessitating later opera- 
tions are chronic cholangeitis and chronic pancreati- 
tis developing as a result of the advanced pathological 
changes found at the primary operation; adhesions; 
and fistula. In the gastro-intestinal tract the reason 
for the return of symptoms is very probably the 
omission of gastro-enterostomy at the original 
operation for the excision of a chronic ulcer or the 
closure of an acute perforated ulcer. 

Conditions occurring from several months to 
several years after the primary operation are chronic, 
subacute, or acute obstruction due to adhesions; 
incisional or recurrent inguinal hernia; marginal 
ulcer; malignancy; and persistent and obstructive 
pylorospasm after the closure of an acute perfo- 
rated ulcer without a gastro-enterostomy. Advanced 


biliary tract disease, large peptic ulcers with con- 
siderable periulcerous exudate, and diffuse suppura- 
tive conditions are especially pernicious as they 
may lead to pathological changes requiring repeated 
operative intervention. 

The formation of peritoneal adhesions is a defen- 
sive reaction to stop the bacterial invasion. Fre- 
quently, however, the adhesions create a mechanical 
obstruction. The damage in such cases is due to 
chronic induration of the delicate submucosal and 
subserous tissue with mechanical interference due to 
contracting or constricting fibrous tissue in the form 
of membranes, bands, or scars. 

Acute appendicitis is one of the most common 
primary causes of secondary operations. Appen- 
dectomy may be followed by adhesions, intestinal 
obstruction, or faecal fistula. 

After surgery of the gall bladder and biliary tract, 
adhesions to the hepatic and common ducts, the 
liver, the duodenum, or the hepatic flexures are 
found in more than 50 per cent of the cases in which 
a secondary operation is done. These adhesions are 
formed as the result of infection, trauma, hemor- 
rhage, congestion and stasis, and failure to protect 
raw peritoneal surfaces. 

Operation for peptic ulcer brings about a cure or 
at least marked relief, but in a small percentage 
of cases postoperative symptoms are pronounced 
and operation may reveal adhesions or disease of an 
adjacent viscus—the gall bladder, liver, pancreas, or 
appendix. 

Vicious circle or, as Peterson better describes it, 
“gastric ileus,” may occur in four different ways: 
from the backflow of duodenal contents through an 
open pylorus; from regurgitation through the 
proximal loop; from movement of the gastric con- 
tents into the proximal instead of the distal loop and 
their regurgitation through the pyloric opening; and 
from backflow from the distal jejunal loop. In X-ray 
studies of the function of the gastrojejunal stoma it 
has been found that in the same patient the food 
sometimes passes through the new opening and 
sometimes through the pylorus. In some cases, 
therefore, the symptoms apparently subside when 
the gastrojejunostomy is closed, the pylorus not 
having been materially altered surgically. 

Marginal ulcers occur more frequently following 
gastrojejunostomy than following gastric resection. 

Recurrence of an inguinal hernia following opera- 
tion depends upon: the type of the hernia, the degree 
of the herniation, the character of the involved 
structures, congenital influences, the patient’s age, 
the type of the primary operation (including the type 
of anwsthesia and the suture materials used), the 
occurrence of infection at the primary operation, 
and the after-care and the daily routine following 
the patient’s dismissal from the hospital. About 5 
per cent of all inguinal hernie are direct herniz. 
These recur more frequently than the indirect type 
because “buffer tissues” to the intra-abdominal 
force are more difficult to secure and retain in place. 

SAMUEL Kaun, M.D. 
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Hertz, J., Monod, P., and Roux-Berger, J. L.: Ab- 
dominal Drainage; the Method of Mikulicz; 
Results in Thirty-Four Cases (Du drainage 
abdominal; a propos du procédé de Mikulicz; 
résultats d’aprés trente-quatre observations). Bull. 
et mém. Soc. nat. de chir., 1927, liii, 308. 


The authors review thirty-four cases in which 
abdominal drainage was established by the method 
of Mikulicz—fifteen cases of acute appendicitis, 
two cases of cholecystitis, one case of cancer of the 
rectum, and sixteen cases of suppurative salpingitis. 

The cases of acute appendicitis included ten with 
perforation and three with gangrene of the appendix. 
In six, an abscess was formed, and in nine, general 
peritonitis developed. All of the patients recovered. 
In only one case was there a slight weakness of the 
abdominal wall (not a true eventration), and in 
only one a fecal fistula. The fistula was closed in 
ten days. In thirteen cases of appendicitis in which 
drainage was established with a rubber and gauze 
drain there were four deaths, a mortality of 30.7 
per cent; and of the nine cases in which recovery 
resulted, a fecal fistula developed in three, purulent 
pleurisy in two, and eventration in two. 

Of the two cases of cholecystitis in which the 
Mikulicz drain was used, one was a case of suppura- 


tive cholecystitis and the other a case of calculous 
cholecystitis. Recovery resulted in both. In the 
first, eventration developed, and in the second, a 
very adherent duodenocystic fistula and postopera- 
tive hemorrhage. 

In the case of cancer of the rectum the Mikulicz 
sac was used to prevent strangulation of the intes- 
tinal loop following an abdominoperineal amputa- 
tion in which it was impossible to obtain satisfactory 
peritonization. The patient recovered. 

The cases of suppurative salpingitis included 
two with generalized peritonitis and fourteen with 
localized peritonitis. Recovery resulted in all. In 
the cases with generalized peritonitis there was one 
fecal fistula, and in those of localized peritonitis 
one small eventration. Hertz limited the use of 
the Mikulicz method to cases in which peritonitis 
had become generalized and those in which a long 
and serious septic operation was performed and 
great difficulty was experienced in obtaining peri- 
tonization. 

The authors conclude that the Mikulicz method 
of drainage gives great security in serious cases and 
that complications are no more frequent following 
its use than following other drainage methods. 

Wa ter C. Burket, M.D. 
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UTERUS 


Téth, I.: Conservative Operation for Fibromyoma 
of the Uterus (Ueber das konservative Operieren der 
Fibromyome der Gebaermutter). Orvosképzés, 1927, 
xvii, 28. 


During the past eight years the author has per- 
formed a radical abdominal operation in 477 cases 
of fibromyoma of the uterus, with three deaths 
(0.84 per cent), and radical vaginal operation in 111 
cases with three deaths (2.7 percent). The causes of 
death in the three cases of abdominal operation were 
general lipomatosis, ileus, and thrombosis respec- 
tively. No fatality resulted in forty cases in which 
the myoma was a polypous development and was 
removed by torsion or crushing of the pedicle. In 
forty cases of submucous enucleation, one death 
followed rupture of a bilateral pyosalpinx. An- 
terior hysterotomy was performed nineteen times 
because of the high location of the submucous 
growth. 

In the cases of younger women, every effort is 
made to preserve the uterus and the capability of 
conception. In forty such cases, in which the ab- 
dominal approach was used, one patient died, a 
mortality of 2.5 per cent. In 26 of these cases the 
submucous tumor was pedicled; in the remaining 
fourteen cases it was broadly sessile or even intra- 
mural. 

In cases of myoma of the pregnant uterus, opera- 
tion is performed only when there is no hope of 
carrying the pregnancy to term. Of nineteen such 
cases, twelve were operated upon radically and seven 
conservatively. Temesvary (G)- 


ADNEXAL AND PERIUTERINE CONDITIONS 


Robinson, M. R.: The Effect of a Castration Dose 
of Roentgen Rays upon the Rabbit Ovary: An 
Experimental Study, with a Clinical Evalua- 
tion of the Problem of Ovarian Irradiation. 
Am. J. Roentgenol., 1927, xviii, 1. 


The ovaries of both virgin and gravid rabbits 
were subjected to castration doses of roentgen rays. 
The units of dosage and the physiological conditions 
corresponded to those of the clinic. 

Of the three types of follicles, the tertiary proved 
to be the most susceptible to radiation and the 
ovule the most sensitive part in the generative 
system. The interstitial gland (which fulfills the 
function of the corpus luteum) offers the greatest 
resistance. This variation in susceptibility is in 
accord with the Bergoine-Triboudeau law—The 
more labile the kinetic state of a tissue, the greater 
is its radiosensitiveness, and inversely, the more 
stable the kinetic state, the less is its response to 


irradiation.” During the gravid state the kinetic 
energy in the ovary is greatest and its radiosensitive- 
ness is most acute. During this stage, not only the 
tertiary but the secondary and primary follicles 
are injured. 

Robinson points out the fallacies in the experi- 
mental methods and data of men who have ascribed 
physical and mental defects of the offspring to 
irradiation of the parents. He draws the following 
conclusions from his experimental and clinical 
observations: 

1. A castration dose of roentgen rays does not 
affect the primary follicles sufficiently to interfere 
with their normal function after the amenorrhoca is 
over. This amenorrhcea is due to the dominant and 
retarding influence of the interstitial gland (corpus 
luteum). 

2. The primary effect of a castration dose is 
stimulative in character. There is a hastening of 
the maturing time of the follicles but the ova de- 
generate before the cycle is completed. The so-called 
stimulating effect of small doses of roentgen rays is 
in reality an indirect result of foreign protein sen- 
sitization, resulting from this breaking down of the 
ovules. In view of this, it is safer to rely upon the 
oral or subcutaneous administration of specific 
glandular products. 

3. Temporary castration can be accomplished 
and the dose required is in inverse ratio to the age 
of the patient. 

4. There is no basis for the fear among clinicians 
that pregnancies following ovarian irradiation with 
temporary castration may result in offspring showing 
physical or psychic defects. 

5. Ovarian radiation during pregnancy, particu- 
larly during the first half of pregnancy, is detrimental 
to the offspring and should not be undertaken unless 
it is the intention to interrupt the gestation. 

Cuarves H. Heacock, M.D. 


Mayfield, A. L.: Papillary Cystadenoma of the 
Ovary. Northwest Med., 1927, xxvi, 236. 


Mayfield reports a study of 100 cases of papillary 
cystadenoma of the ovaries. The frequency of these 
tumors varies from 13.5 to 55 per cent and they 
constitute from 16.3 to 18 per cent of all cystic 
ovarian tumors. The etiology and the histogenesis 
have not yet been defined but many theories have 
been advanced. 

The symptoms usually appeared late and depend- 
ed on the size of the tumor and the presence or 
absence of perforation of the capsule or torsion of 
the pedicle. In six cases the ovarian tumor was dis- 
covered during general examination. ‘The most 
common symptom was abdominal tumor. Pain, 
varying in type and location, was present in 50 per 
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cent of the cases. Menstrual irregularity, usually 
menorrhagia or metrorrhagia occurred in 52 per 
cent of the cases. In half of the cases vesical symp- 
toms were manifested. There were miscellaneous 
gastro-intestinal symptoms including constipation 
and vomiting. 

Examination disclosed the presence of abdominal 
tumor in ninety-six cases and ascites in thirty-one. 
It was often impossible to palpate the tumor sep- 
arately from the pelvic organs. Tumors occurred 
more frequently on the left side. The greatest 
difficulty was encountered in differentiating cyst- 
adenoma and uterine fibromyoma. 

In forty-three cases the tumor was bilateral and 
in fifty-seven cases it was unilateral. Implants on 
other organs were common and there was metastasis 
to lymph nodes in four cases. Histologically, there 
were three types of tumor: the first with regular 
layers of cuboidal or cylindrical epithelium and 
abundant stroma uniform in arrangement and struc- 
ture; the second with malignant changes or cells in 
the transitory stage, and the cells and stroma in 
various arrangements and degrees of differentiation, 
and the third with definite malignant change in the 
cells and stroma. 

Prognosis depended on the presence or absence of 
perforation, the degree of malignancy, and the extent 
of the involvement of the surrounding tissue. 

Disregarding the degree of malignancy, 44 per 
cent of the patients lived without recurrence of 
symptoms for an average period of seven years and 
seven months, and 35 per cent of the patients died 
from recurrence within an average period of two 
years and two months after operation. 


Klein, P.: Malignant Chorio-Epithelioma of the 
Tube Following Extra-Uterine Pregnancy (Ue- 
ber das Chorionepithelioma malignum der Tube nach 
Extrauteringraviditaet). Arch. f. Gynaek., 1927, 
cxxix, 662. 


The author reports the sixteenth case of malignant 
chorio-epithelioma of the tube following extra- 
uterine pregnancy that he has observed. The patient, 
a 24-year-old nullipara, was admitted to the clinic 
in a very anemic condition due to hemorrhage. 
She had not menstruated for four months. 

A dark, pedicled tumor the size of an olive, at the 
ureteral orifice, broke off when touched. Another 
tumor about the size of a small orange was located 
behind and to the right of the uterus. The portio 
was firm and the uterus small. The heart and lungs 
were normal. When examined microscopically the 
tumor which broke off proved to be a chorio- 
epithelioma. 

At operation the uterus was found to be pale. The 
right tube, normal at its origin, later became thicker 
than a thumb and terminated in a hematocele sac 

‘which was as large as an apple. The left adnexa 
were normal. Wedge excision of the tube was per- 
formed. 

Severe genital hemorrhages occurred five days 
after operation, and a tumor the size of a hazel nut 


appeared on the opposite wall of the vagina. The 
mass was Cauterized. Another profuse hemorrhage 
occurred nine days later and a tumor the size of a 
walnut was exicsed from the same place. ‘Transfu- 
sion was performed for the severe anemia, and the 
vagina and abdomen were repeatedly exposed to 
the X-rays. Multiple pulmonary metastases, found 
on the left side three weeks after the operation, were 
treated intensively with the X-rays. Examination 
one year later showed a perfect cure, vaginal exami- 
nation and roentgenograms of both lungs being 
negative. 

The author’s case is the only one on record in 
which treatment of this particular condition was 
followed by a cure. Von Wetnziert (G). 


Miller, C. J.: The Rational Treatment of Tubal 
Disease. Surg., Gynec. & Obst., 1927, xlv, 110. 


Miller advocates the conservative treatment of 
tubal disease. ‘The operation is less tedious and 
dangerous, the postoperative complications are 
fewer, and the mortality is lower when the patients 
are allowed to recover completely from the original 
infection before any operation is performed. Expect- 
ant treatment may result in as high as 82 per cent of 
complete cures. ‘The only argument in favor of early 
operation is expediency. 

Miller’s routine treatment is absolute rest in bed 
until the temperature has been normal for ten days 
or more. During this period the patient is treated 
symptomatically and examined bimanually, special 
attention being paid to temperature fluctuations. 
When operation is performed, the extent of the pro- 
cedure is based on the conditions present, but usually 
both tubes should be removed; this is always done 
if the condition is tuberculous. Special effort should 
be made to conserve ovarian tissue. 

T. Froyp Beir, M.D. 


EXTERNAL GENITALIA 


Schubert, G.: Twenty Cases of Operative Forma- 
tion of a Vagina by the Schubert Method 
(Zwanzig Faelle von Scheidenbildung nach Schubert). 
Zentralbl. f. Gynack., 1927, li, 80. 


Schubert defends his method for the production 
of an artificial vagina against that of Rabinowitsch 
who in 1926 published his results in six cases operated 
upon by the Baldwin method. Schubert reviews all 
of the cases done by his method by himself and by 
others, as collected from the literature or by per- 
sonal communication. There were in all 95 cases, 
with a mortality of 1.5 per cent, while Rabinowitsch 
reports a mortality of 12.2 per cent. 

The most important point in Schubert’s method 
is making child-bearing possible. This can be 
done only when the vaginal defect is associated with 
a menstruating uterus. Schubert refers to Wagner’s 
classical case in which the woman later gave birth 
to three children. For the formation of the vagina 
Schubert uses the large intestine, Baldwin the small. 

HAnporn (G). 
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MISCELLANEOUS 


Whitehouse, B.: Some Problems of the Menstrual 
Function, with Observations on the Relation 
of the Graafian Follicle and Corpus Luteum to 
Pathological Uterine Hemorrhage. Lancet, 1927, 
ccxii, 1275. 

The generally accepted idea that the menstrual 
function in man corresponds exactly to the stage of 
pro-cestrum of the lower animals is not correct. 
The hemorrhage from the genital tract in the 
mammalia can and does occur in different species 
during pro-cestrum and at the end of pseudo- 
pregnancy. Ovulation occurs in man between the 
thirteenth and seventeenth days of the menstrual 
cycle. 

The author repeated Halban’s experiments and 


actually excised the corpus luteum. He produced a 


“menstrual period” 36 to 48 hours after excision on 
the eighteenth day of the menstrual cycle. The 
following period occurred within a few days of the 
normal period. Investigations of the graafian follicle 
were made before its rupture on the thirteenth day 
of the cycle, and the results were similar to those 
obtained with the destruction of the corpus luteum. 

It is evident that both the graafian follicle and 
the corpus luteum contain an active principle, the 
withdrawal of which from the circulation causes 
necrosis of the endometrium. ‘This conception of 
the menstrual function has a practical application 
in the irregular uterine hemorrhage associated 
with trauma in fibrocystic ovaries, prolapsed ovaries, 
and chronic inflammatory disease of the ovaries 
due to the death of maturing graafian follicles and 
pathological corpora lutea. 

The commercial ovarian and lutein extracts are 
unsatisfactory probably because they are not made 
from animals’ ovaries during pro-cestrum or the early 
months of pregnancy. T. Fioyp Bett, M.D. 


Feldweg, P.: The Results and Value of Roentgen 
Castration (Ueber Folgen und Wert der Roentgen- 
kastration). Muenchen. med. Wchnschr. 1927, \xxiv, 
228. 


The author reports the results of roentgen castra- 
tion in 220 cases. Re-examinations were made one 
to two years after the irradiation in an effort to 
determine to what extent the undesirable effects 
outweighed the curative results. 


In 83.6 per cent of the cases the subjective results 
were satisfactory, in 8.6 per cent the objective gain 
was overbalanced by unpleasant sensations, while 
in 7.7 per cent the women regretted having taken 
the treatment. 

There was an average increase in weight of 5 kgm. 
The symptoms of loss of function were about the 
same at the various periods of life, a fact contrary 
to the usually accepted belief that these symptoms 
are especially to be feared in young women. In 33 
per cent of the cases there was complete loss of 
sexual desire and pleasure after the irradiation, in 
37 per cent these functions remained unchanged, 
while in the rest they were more or less diminished. 

In hyperfunction of the thyroid gland, castration 
is beneficial; while in hypofunction, roentgen castra- 
= is often followed by a marked accumulation of 

at. 

Most of the failures occurred in women with a 
labile nervous system or psychopathic taints. In 
such women, however, any sort of an operation is 
often blamed unjustly. Nor must we forget the 
psychic influence of the laity and physicians who 
consider roentgen castration dangerous. 

A study of constitutional types shows that 
asthenic females in general react more favorably than 
the sthenic—an observation that can also be made 
concerning the spontaneous climacterium. In gen- 
eral, it appears that there is no basic difference be- 
tween the climacterium produced by roentgen irra- 
diation and the natural climacterium. 

By narrowing down the indications the failures 
can be reduced; for that reason psychopathic females 
are best entirely eliminated. Great care should be 
used in cases in which function of the thyroid gland 
is deficient. Greater caution is necessary in well built 
and well nourished women than in delicate ones. 
Before beginning the treatment the patients should 
have their attention called to the sequela, and they 
should be protected against the effect of outside 
influences. The author does this by handing the 
patient a special printed slip. In the treatment of 
the various climacteric symptoms the use of blood 
letting in large amounts, which may even be re- 
peated, and of saline purgatives have proved of 
greatest benefit. 

Applied according to these principles roentgen 
castration is a beneficial curative remedy. 

Von Scuusert (G). 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Cruickshank, J. N.: Some Chemical Aspects of 
the Toxemias of Pregnancy. Glasgow M. J., 
1927, Cviil, 1. 

The author classifies cases of toxemia clinically 
as follows: 

1. Albuminuria—cases of “‘toxic” albuminuria 
of pregnancy which show no other noteworthy toxic 
symptom. 

2. Pre-eclamptic toxwmia—cases showing al- 
buminuria of pregnancy associated with other 
definite toxic symptoms, but not falling into Groups 
3 OF 4. 
3. Nephritic toxemia—cases of albuminuria of 
pregnancy definitely associated with nephritis. 

4. Eclampsia—cases of albuminuria of pregnancy 
associated with other toxic symptoms, including 
eclamptic convulsions. 

Cruickshank states that according to the findings 
of all recent investigations there is no foundation for 
the theory once advanced that eclampsia is closely 
related to uremia. Many cases of eclampsia and, 
to a less degree, cases of pre-eclamptic toxemia show 
quite a definite azotamia, although in only excep- 
tional cases is it of the high grade found in chronic 
nephritis. Cruickshank suggests that there may be 
some form of sensitization to foreign protein or 
some form of poisoning by its decomposition prod- 
ucts. 

In the author’s series of cases the highest values 
for urea nitrogen were found in the blood of women 
with eclampsia and pre-eclampsia, but a striking 
feature was the low readings for blood urea which 
were made in many of the cases of pre-eclamptic 
toxemia. 

With regard to the relation between the total non- 
protein nitrogen and the urea nitrogen it was noted 
that in a large percentage of the patients with pre- 
eclamptic toxemia an abnormally low proportion of 
the non-protein nitrogen of the blood was present as 
urea nitrogen. Uric acid was as a rule quite def- 
initely increased in the blood of eclamptic patients, 
while in the other groups this increase was not a 
feature. Indeed, in the cases of pre-eclamptic 
toxemia the amount of uric acid tended to be low. 
Like the uric acid, preformed creatinine was most 
abundant in the blood of eclamptic women and 
least abundant in that of toxemic women. 

None of the four types of toxemia described by 
the author is characterized by gross disturbance of 
the amounts of nitrogenous constituents of the 
blood. 

The chief conclusions to be drawn from the study 
of the nitrogenous metabolism in the toxamias of 
pregnancy are the following: 


1. While there is gross retention of nitrogen, such 
as is found in uremia, many cases of pre-eclamptic 
toxemia and eclampsia show quite an appreciable 
degree of azotamia. 

2. Protein appears to be harmful in these cases 
mainly because of its protein structure, but also, 
though to a less extent, because of its nitrogen 
content. 

The author characterizes as erroneous the theory 
that a primary chloride retention is responsible for 
the oedema. 

In every group of cases studied there were a few 
which showed either unusually high or unusually low 
readings for blood chlorides, but the mean values of 
the readings in each group were within normal 
limits and none showed any characteristic alteration 
in the chloride content of the blood. 

It appears that the normal pregnant woman at 
rest in bed and on an ordinary mixed diet passes 
much less urine than is generally regarded as normal 
for the heaithy active adult. When simple albu- 
minuria or nephritis complicates the pregnancy and 
the diet is restricted to moderate quantities of fluid 
alone, a good diuresis results in most cases. In the 
more severe forms of toxemia, however, this diuresis 
tends to disappear so that both in pre-eclamptic 
toxemia and in eclampsia itself the urinary output 
is small as compared with the fluid intake. 

The general conclusions drawn by the author 
trom these observations are that the peculiarities of 
the composition of the blood and urine which 
characterize the later months of normal pregnancy 
are maintained and may be exaggerated in all of the 
toxemias of the later months of pregnancy; that 
while there is no particular tendency toward azo- 
tzmia in any of the varieties studied, a moderate 
degree of nitrogen retention may be present in fully 
developed eclampsia; and that the hydramic state 
of the blood which is characteristic ot late pregnancy 
and the oedema which develops in certain cases of 
toxemia do not show any relationship to the chloride 
content of the blood or to the output otf chlorides in 
the urine. Roanp S. Cron, M.D. 


Dieckmann, W. J., and Crossen, R. J.: Changes in 
Metabolism and Their Relation to the Treat- 
ment of Vomiting of Pregnancy. Am. J. Obst. 
& Gynec., 1927, xiv, 3. 

Vomiting of pregnancy is due to a derangement of 
the maternal metabolism, particularly of the carbo- 
hydrate metabolism. 

The pathological urine and blood findings and the 
signs and symptoms are due to vomiting, starvation, 
and dehydration. 

Severe vomiting of pregnancy is characterized by 
normal or increased carbon-dioxide, hydrogen-ion, 
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and non-protein-nitrogen values and by low normal 
or decreased sodium-chloride and plasma-protein 
values. 

The administration of alkalies is dangerous as 
there is either a normal acid-base balance, a com- 
pensated alkali excess (hydrogen-ion concentration 
normal, carbon-dioxide high), or a compensated 
alkali deficit (hydrogen-ion concentration normal, 
carbon dioxide low). The last finding is rare. 

The vomiting of pregnancy should be treated by 
supplying the deficiencies by food, fluid, and salts. 


Each case must be treated according to its particular , 


requirements. 

Experimental work indicates that insulin with the 
intravenous administration of glucose restores the 
glycogen stores much more quickly than the intra- 
venous administration of glucose alone. 

Long periods of vomiting and semi-starvation 
produce changes in the body which cause death 
without demonstrable pathological changes. In 
such cases death may be due to pathological physio- 
chemical changes in the body cells. 

In conclusion the authors state that the systematic 
study of the metabolism in general and particularly 
of the carbohydrate metabolism, together with a 
study of the acid-base balance of the body, will 
yield more information with regard to the etiology, 
pathology, and treatment of the vomiting of preg- 
nancy than speculations concerning “toxins” or 
derangements of glandular function. 

L. Cornett, M.D. 


Moore, W. F., and Lawrance, J. S.: Continuous 
Endobronchial Aspiration for Pulmonary 
(£dema Complicating Eclampsia. Am. J. Obst. 
& Gynec., 1927, xiv, 55. 


For continuous endobronchial aspiration the 
authors use a flexible spiral tube of German silver 
wire which is 52 cm. long and has a diameter of 3.5 
mm. At the proximal end there is a collar for the 
attachment of rubber tubing. The distal end termi- 
nates with openings on the side and end. The tube 
is covered by a special process with a very thin film 
of rubber which does not materially increase its 
diameter. The proximal end emerging from the 
mouth is secured by means of a head band with an 
adjustable swivel joint holder. The tube is connect- 
ed with a suction machine developing about ro Ibs. 
of negative pressure. 
the same as that used for bronchoscopic work at the 
Jackson Bronchoscopic Clinic. 

The tube was used in one case of marked pul- 
monary oedema. There was no noticeable embarrass- 
ment of respiration while it was in position. During 
its last insertion a severe convulsion lasting four 
minutes occurred, but this in no way interfered 
with the position of the tube or with breathing. The 
patient’s color remained good, and when the tube 
was in position no increase in the number of convul- 
sions was noted. There was no coughing during the 
introduction of the tube or while it was in place. 

FE. L. M.D. 


The position of the patient is. 


Hochenbichler, A.: The Maternal er of 
Eclampsia in Our Clinic in the Period fr 
January 20, 1910, to September 20, 1926 (Ueber 
die muetterliche Eklampsiesterblichkeit an unserer 
Klinik in der Zeit von 1-20-10 to 9-20-26). Zentralbl. 
f. Gynack., 1927, li, 486. 


In the period from January 20, 1910, to September 
20, 1926, at the Obstetrical Clinic and Midwife 
School of Vienna there were 275 cases of eclampsia 
with fifty maternal deaths, a mortality of 15.6 per 
cent. In the thirty-seven cases in which treatment 
with artificial sunlight was given the mortality was 
5.4 per cent, whereas in the 238 cases which were not 
treated in this manner the mortality was 20.1 per 
cent. 

The infant mortality of the two groups showed no 
noteworthy difference. In the cases in which helio- 
therapy was given it was 30.7 per cent, and in the 
others 37.3 per cent. 

The author believes that the irradiation relieves 
the heart and lungs of strain by drawing the blood 
to the skin. In hypertension and eclamptic attacks 
a heavy strain is placed upon the heart. Helio- 
therapy often causes a reduction in the blood pressure 
of 50 mm. Riva-Rocci in ten minutes. This treat- 
ment is much less dangerous than the use of chloral 
and venesection. Freunp (G). 


Vignes, H.: Habitual Abortion (Avortement habi- 
tuel). Bull Soc. d’obst. et de gynéc. de par., 1927, 
xvi, 34. 


The patient whose case is reported in this article 
was a woman of 24 years who consulted the author in 
July, 1924, at the beginning of her third pregnancy, 
to determine the cause of two previous abortions in 
order that a third might be prevented. 

She was married at the age of 22 years. After her 
first abortion, which occurred in the third month 
of pregnancy, the embryo was retained for two 
months. The second abortion also occurred after 
two months. Her last menstruation before her third 
pregnancy occurred from the twenty-third to the 
twenty-sixth of April. She complained of nausea, 
vomiting, and violent headache. Twice there had 
been a slight vaginal discharge of a type to sug- 
gest the beginning of another abortion. The uterus 
was found 7 cm. above the pubis, surrounded by 
considerable oedema. 

Two days later a third abortion occurred. Two 
Wassermann and two Hecht tests were performed 
on the patient’s blood, and one each on that of her 
husband, but all were negative. 

On histological examination, the fetal parts were 
found to be normal, but the decidua showed diffuse 
infiltration, inflammatory nodules, and abscesses. 

Mercurial treatment alternating with bismuth 

was prescribed. 

In June, 1925, the patient was seen again. Her 
last menstrual period had occurred from April 11 to 
14. She still complained of headache, but there 
had been no vomiting. Treatment with bismuth by 
intramuscular injections was prescribed. 
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On July 24 the patient noticed the cessation of 
the malaise due to the pregnancy, but later she 
developed a dental abscess and suffered with an 
affection of the kidneys and ureters, particularly on 
the left side. Some vaginal bleeding was also noted. 
On July 30, a fourth abortion occurred. 

The histological findings were the same as after 
the third abortion. 

In September, 1925, the patient again consulted 
Vignes, complaining of frequent chills. From her 
history it was thought that her condition might be 
due to pyorrhoea, and she was advised to have her 
teeth attended to. 

On February 6 she returned, stating that she 
was again pregnant and complained of gastric and 
renal disturbances and slight malaise. 

Bacteriological examination of the urine was 
negative. Examination of the vaginal secretion 
showed streptococci, staphylococci, pseudo-diph- 
theritic bacilli, and colon bacilli. Cultures from the 
gums showed streptococci, amoeb, and spirilla. 

An autogenous vaccine was prepared from the 
buccal and vaginal streptococci, staphylococci, and 
pseudo-diphtheritic bacilli. Twelve injections were 
given. The first injection caused a pseudo-phleg- 
monous reaction which was quite intense; the 
leucorrhcea at first became more profuse, but then 
decreased and finally ceased. 

Another bacteriological examination of the 
vaginal secretion made in May was negative. On 
October 17, 1925, the patient was delivered of a 
living female child weighing 3,260 gm. In the puer- 
perium she developed a fever ranging from 37 to 
38 degrees C., for which injections of a stock vaccine 
of streptococci were given. Four weeks later an 
abscess formed in the breast. 

The child developed Ophthalmia (staphylococcus) 
and then otitis. From its imperfect cranial ossifi- 
cation and from other signs and symptoms, the 
pediatrician who examined it concluded that it was 
syphilitic. 

The author believes that while, in spite of the 
negative Wassermann tests, syphilis may have had 
something to do with the patient’s condition, the 
habitual abortion was due chiefly to the bacteria 
causing the pyorrhoea alveolaris, and that the 
vaccination was responsible for the continuation of 
the fifth pregnancy to term. 

SALVATORE DI PALMA, M.D. 


Reeb: Cancer and Pregnancy (Cancer et grossesse). 
Gynécologie, 1927, XXxvi, 5. 

Reeb reports a case in which a squamous-cell 
epithelioma of the cervix was present at labor. A 
cesarean section was performed under ether 
anesthesia and a normal child of 2,500 mgm. 
delivered. The section was followed immediately 
by a complete hysterectomy with removal of the 
parametrium. 

The co-existence of a cancer of the cervix with 
pregnancy at term is rare. The case reported was 
the only case in more than 9,000 deliveries in the 


author’s clinic. Reeb reports briefly three cases 
seen by him in the gynecological clinic of Strassburg 
in which the cancer developed between the second 
and fifth months of pregnancy. In a review of 
French obstetrical literature published since the 
war he found only twelve cases of uterine cancer 
associated with pregnancy. Of the six in which the 
lesion occurred in the first half of pregnancy, four 
were operable. Of these four operable cases, a 
vaginal extirpation was done in two, a Wertheim 
hysterectomy in one, and radium irradiation in one. 
The inoperable cases were treated with radium. 

Of the six cases in which the cancer developed in 
the second half of pregnancy three were operable. 
In one of the three operable cases a cesarean section 
and simple hysterectomy were done; in another, 
radium irradiation was given; and in the third, a 
cwsarean section and radium irradiation were done. 
In one of the inoperable cases the application of 
radium was followed by caesarean section and 
hysterectomy. In the second, cwesarean section, 
Porro’s operation, and the application of radium to 
the cervix by the abdominal and vaginal routes 
were done. In the third, Porro’s operation was 
performed; the fetus was dead. 

The seven cases in which radium was applied 
are discussed briefly. The results of this treatment 
were as follows: no recurrence after two years in one 
case (operable); no recurrence after fifteen months 
in one case (operable); recurrence after three 
months in one case (inoperable); recurrence after 
ten months in one case (inoperable); and death soon 
after the treatment in one case. In two cases in 
which doses of radium were applied to the cervix by 
the abdominal and vaginal route the lesion com- 
pletely disappeared after several weeks, but the 
time is still too short to warrant a definite conclusion. 

Of the five cases in which operation was per- 
formed, death occurred soon after the operation in 
one and a recurrence developed in two. Two of the 
patients were free from symptoms after eight years. 

The author gives the following treatment in this 
type of case: 


DURING PREGNANCY 


t. If the cancer is operable and the child is not 
viable, radium is used, and four weeks later a 
Wertheim hysterectomy is performed. 

2. If the cancer is operable and the child is viable, 
radium is applied, and four weeks later a caesarean 
section is followed by a Wertheim hysterectomy. 

3. If the case is very far advanced and not 
operable, radium is applied and, if possible, term is 
awaited. A cesarean section is then done and 
followed by subtotal amputation with the applica- 
tion of radium to the stump of the cervix by the 
abdominal and vaginal routes. Later, if the neo- 
plasm has regressed, the rest of the cervix is removed. 


DURING LABOR 


1. If the general condition is good and if the 
tumor seems operable, a cesarean section is per- 
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formed and followed by a Wertheim hysterectomy 
with Mikulicz drainage. 

2. If the general condition is poor, if the patient 
is very fat, if the cancer is inoperable, or if there are 
doubts as to operability, a cesarean section followed 
by supravaginal amputation is done, or a classical 
Porro operation is performed and radium is applied 
immediately by the abdominal and vaginal routes. 
If, after four weeks, the neoplasm has regressed, and 
if the cervix is mobile, secondary ablation by the 
vaginal route is then performed. 

SALVATORE DI Patma, M.D. 


LABOR AND ITS COMPLICATIONS 


Raschhofer, G.: Face Presentations (Ueber Gesichts- 
haltungen). Ztschr. f. Geburtsh. u. Gynack., 1927, 
XC, 583. 

In 82,631 births occurring in the Second Gyne- 
cological Clinic of the University of Vienna during 
the years from 1900 to 1925, face presentation 
occurred in 305 (0.36 per cent). The ratio of face 
presentations in the first diameter to those in the 
second diameter was 16:13, and the ratio of primip- 
ara to multiparz was 1:1.33. The great majority of 
the women (39.82 per cent) were between 20 and 25 
years of age, and 29.64 per cent were between 25 and 
30 years old. In the primipare the duration of 
labor was twenty-four hours or longer, whereas in 
the multipare it ranged from twelve to twenty-four 
hours. Recurrence of face presentation in subsequent 
pregnancies seems to be very rare. 

The majority of the infants (263) were born at 
term, but thirty-seven were premature. Sixty-five 
and five-tenths per cent were born alive and active, 
and 17.7 per cent were born with asphyxia. Of the 
latter, 12.4 per cent were revived. There were sixty- 
one still-births. 

The author compares these statistics with oJder 
statistics. 

The second part of the article is a discussion of the 
etiology of face presentation. A narrow pelvis was 
found in 133 (45.5 per cent) of the cases. In ninety- 
nine of these the pelvis was of the flat, rachitic type, 
and in forty was generally contracted. The contrac- 
tion was usually of slight or medium grade. Only 30 
per cent of the narrow pelves exhibited a conjugata 
vera as low as 8.5 to 7.6 cm. The author believes 
that the importance of contracted pelvis as a cause 
of face presentation has been over-estimated. He 
agrees with Kermauner that the chief cause of pres- 
entation in the extended position is a congenital 
defect of development in the upper part of the neck 
and in the occipital bone. 

The factors which may lead to presentation with 
extension of the head as indicated by the author’s 
cases are summarized as follows: 

1. Pushing of the chin away from the chest. In 
sixteen cases (5.2 per cent) this was due to a con- 
genital struma; in two others, to the presence of a 
large coil of the umbilical cord between the chin and 
tte chest; and in one, to the interposition of an arm 


of the fetus. No instance was observed of twins 
in a longitudinal position presenting in the pelvis 
simultaneously with the occiput of one over the 
linea innominata. 

2. Shortness of the fetal neck, especially in the 
posterior aspect. 

3. Variations in the position of the fetus due to 
increased fetal mobility. 

In six cases there was hydramnios with smallness 
of the fetus; in thirty-six cases, abnormal flaccidity 
of the abdominal wall; and in five cases, abnormal 
looseness of the joints of a macerated fetus. 

Delivery was effected without artificial aid in 83.2 
per cent of the cases. In two cases there was an 
abnormal backward rotation of the chin. 

Among other etiological factors such as transverse 
position of the uterus and transverse and oblique 
position of the fetus, the interposition of small parts, 
and low implantation of the placenta, the author 
ascribes considerable importance to the shape of the 
fetal head (marked lengthening of the occipital bone). 
He believes that in 30 per cent of the cases the fetal 
head is of the dolichocephalic type. 

In conclusion the author describes further the 
clinical course of labor in face presentation. The old 
rule that in cases of face presentation labor should 
be allowed to proceed spontaneously if possible is 
given further support by these recent statistics 
from Vienna. Weuerritz (G). 


Murray, E. F.: Rupture and Inversion of the 
Uterus. Edinburgh M. J., 1927, xxxiv, Edinburgh 
Obst. Soc., gt. 

Murray believes that the danger of rupture of a 
cesarean section scar has been exaggerated. In 
only one or two of a series of about eighty cases of 
repeated cesarean section seen by him in a period 
of five years was the scar area thinner than the 
surrounding tissues, and in these cases it was 
tough and firm and showed no eviderice of threatened 
rupture. A rupture occurred in only one case. 
Murray believes, however, that a uterus that has 
been sectioned should be spared as much as possible 
at a subsequent confinement. This should be done 
by early section when there is disproportion, or by 
the use of the forceps when the os is fully dilated. 

Traumatic rupture occurs after version. The 
danger of performing version when the liquor has 
drained away, the uterus is tonically contracted, 
Bandl’s ring is in evidence, and the fetus is tightly 
gripped cannot be over-emphasized. Bandl’s ring 
is frequently detected only when, with the patient 
under anesthesia, the hand is inserted to perform a 
version. There may be no external evidence of it. 
Bandl’s ring is better described as “ Bandl’s band’’ 
as a broad zone of the uterus is in tonic contraction. 

After version the author makes it an invariable 
rule to remove the placenta manually. This de- 
creases the danger of hemorrhage and excludes the 
possibility that a rupture may be overlooked. 

Traction of the head through an incompletely 
dilated os, whether with the forceps or as an after- 
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coming head in breech presentation, and the slipping 
off of forceps applied through an incompletely 
dilated os are responsible for varying degrees of 
trauma to the cervix and the lower segment of the 
uterus. 

The author emphasizes also the severity of 
trauma which may occur even in spontaneous 
delivery at term or in premature delivery. Cervical 
lacerations often extend up to and beyond the 
vault. In the cases of patients with a history of 
repeated miscarriage or premature labor, investiga- 
tion often revealed lacerations beyond the cervix 
to the body of the uterus. Drugs and curettage 
have been of no value in the treatment, and even 
cervical repair has not been satisfactory. 

The author attempts to correct the condition by 
repairing from above. The broad ligament on the 
affected side is opened as for a Wertheim hysterec- 
tomy, the ureter is isolated, the uterine vessels are 
ligated outside the ureter, and the cervicovaginal 
juncture is laid bare. The vaginal vault is then 
opened and the tear thoroughly exposed through- 
out its entire extent, all scar tissue dissected away, 
and muscle joined to muscle with stout catgut. 
The vault and broad lizaments are then resutured. 

Inversion of the uterus is rare. It is difficult to 
find evideace that the commonly stated causes, 
namely, pressure on the relaxed fundus during 
expulsion of the placenta or traction on the cord, 
are responsible. In the author’s opinion, the 
arrangement of the uterine muscle is the chief con- 
tributory factor. It is generally believed that the 
upper uterine segment is thick and muscular and 
that the lower uterine segment is thin. This is true 
in the majority of cases, but Murray has often 
found at cesarean section that the greatest thick- 
ness of muscle tissue is at about the middle of the 
uterus, and that in some cases the upper part of the 
uterus is almost as thin as the lower segment. In 
such cases it would be quite easy for the thin por- 
tion to be pushed or pulled or even spontaneously 
invaginated and gripped by the thicker mid-zone 
of muscle. Cuartes F, DuBors, M.D. 


Ryberg, C. M.: Some Experiences Concerning 
Placental Fragments Retained at the Parturi- 
tion. Acta obsl. et gynec. Scand., 1927, vi, 153. 


It is sometimes difficult to determine whether a 
placental fragment has been retained or not. The 
most serious symptom of placental retention is 
hemorrhage. In 55 per cent of the cases reviewed 
by the author the hemorrhage began during the 
first week after delivery, and in 36 per cent in the 
second week. 

Fever occurred in thirty (70 per cent) of forty- 
—— In all but one it began during the first 
week. 

In half of the cases the placental fragment passed 
spontaneously. Active removal has not been proved 
inferior to spontaneous removal. In cases of posi- 
tively diagnosed retention it is best to remove the 
fragment as soon as possible. 


PUERPERIUM AND ITS COMPLICATIONS 


Crook, A.: Necrosis of the Cortex of the Kidney 
After Labor. Proc. Roy. Soc. Med., Lond., 1927, 
XX, 1240. 

Necrosis of the cortex of the kidney is extremely 
rare. Only nineteen cases have been reported. It 
has occurred not only after pregnancy and labor, 
but also in cases of corrosive sublimate poisoning, 
scarlet fever, diphtheria, pneumonia, peritonitis, 
and carcinoma of the stomach. 

The pathological renal changes are areas of 
necrosis in the cortex of the kidney; thrombosis of 
the renal vessels, chiefly the intralobular vessels in 
the middle zone; and signs of pre-existent renal 
disease (in about half the cases). In most cases the 
lesions show a symmetrical arrangement. Under the 
capsule of the kidney there is a narrow zone of tissue 
which appears to be comparatively healthy. The 
liver is pale, and the spleen presents necrotic foci. 
In the pons, liver, intestines, and suprarenal glands, 
haemorrhagic foci are found. 

In the author’s cases the symptoms included 
vomiting, headache, and epistaxis. The systolic 
blood pressure was never over 120 mm. nor under 

5 mm. 

With regard to the relation of old renal disease to 
the occurrence of convulsions, Crook concludes 
that there is as yet no evidence to prove a definite 
relationship between an old nephritis and eclampsia. 

Suppression of urine varied considerably in the 
cases reviewed. No light was thrown on the prob- 
lem as to whether the thrombosis precedes the nec- 
rosis or vice versa. 

Crook believes that there is a close relationsh'p 
between eclampsia and cortical necrosis, but that 
the two conditions cannot be considered identical. 

In all except one of the cases reviewed the fetus 
was born dead and prematurely. In the one excep. 
tion, twins were born alive at the eighth month. 

Decapsulation of the kidney lowers the intra- 
capsular pressure, but can hardly have any im- 
mediate effect on uremia. 

It is suggested that in some toxic pregnancies the 
condition may be initiated by retention of water 
alone. If the assumption is correct that a pregnancy 
becomes toxic when there is interference with the 
metabolism and the elimination of water alone, the 
syndrome might be attributed to the degree of this 
interference and its effect on other metabolic 
processes. This assumption is supported by: (1) the 
association of the pituitary gland with growth and 
the elimination of water, (2) the clinical observation, 
in some pregnancies, of signs similar to those of 
acromegaly, (3) the evidence of the relation between 
the glands of internal secretion and metabolic proc- 
esses, (4) the effect of pregnancy on these glandular 
activities, and (5) the fact that no condition exactly 
similar to toxic pregnancy is known to occur in 
animals. 

The author reports a case which terminated in 
recovery. This case differed from most othets 
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reported in the absence of a high blood pressure, 
the presence of a very high blood urea without con- 
vulsions (388 mgm. on the eighth day), the absence 
before labor of all signs of severe toxemia except 
cedema and glycosuria, and the occurrence of 
recovery notwithstanding extensive necrosis of the 
kidney. Bruce A. Harrts, M.D. 


MISCELLANEOUS 


Mosher, G. C.: A Study of Maternal Deaths. J. 
Med., Cincinnati, 1927, viii, 164. 

According to the Census Bureau (statistics 
received July, 1926), Italy has a total puerperal 
mortality rate of 40 to 10,000 births, with a death 
rate from puerperal sepsis of 16. Denmark has a 
maternal death rate of 10 to 10,000 births from 
sepsis, and a mortality from all puerperal causes of 
17.5. The United States has 68 deaths to the 
10,000 births. Heaney, of Rush Medical College, 
while in Scandinavia last summer, learned that the 
Scandinavian maternal mortality was 9 to the 
10,000 births, while in the birth registration area in 
the United States in the same period it was 70 to 
the 10,000. A bulletin of the Children’s Bureau at 
Washington places the United States seventh in 
infant welfare and fourteenth among seventeen 
civilized nations in maternal welfare, its death rate 
being exceeded only by the death rates of Belgium, 
Spain, and Switzerland. 

Confronted with these facts, we must admit that 
conditions in America are far from ideal. The 
estimated population being 111,000,000 and the 
annual birth rate 2,500,000, it behooves us to find 
the cause for this high risk rate in pregnancy and 
labor and see what we can suggest to improve our 
statistics. 

It should be borne in mind that a quarter of a 
million women in the rural districts of the South 
are delivered by midwives without training; that 
the increasing scarcity of doctors in the rural dis- 
tricts makes the midwife a necessity and her elimina- 
tion a problem; and that the education of our 
medical students in practical obstetrics is insufficient, 
their entire training being given in attendance on 
six or eight deliveries in an out-patient department 
under the tutelage of an inexperienced interne. It 
should be remembered also that our adjusted rates 
include the colored race, which still shows a mor- 
tality of 111, a puerperal sepsis rate of 38, and a 
death rate from other puerperal causes of 73, nearly 
double that of the white mothers. 

Normal pregnancy is not the rule in our genera- 
tion. One authority estimates that 50 per cent of all 
pregnant women show some effects of toxemia 
which he classifies as pathological; another that 
about 25,000 women annually lose their lives from 
the direct or indirect effect of pregnancy and labor. 

Maternal deaths are traceable mainly to sepsis, 
eclampsia, accidents of labor (including hamor- 
rhage), and unwarranted cesarean section. Septic 


infection, eclampsia, and accidents may be largely 
prevented by intelligent care. Cesarean section 
should be limited to the indication and should 
never be undertaken without expert obstetrical 
consultation. 

Chief among the many suggestions made to reduce 
maternal mortality and morbidity statistics is 
education to include the practicing physician, the 
medical student, the midwife, and the expectant 
mother. A popular suggestion for the reduction of 
sepsis is the compulsory reporting of every case of 
puerperal sepsis following abortion or delivery at 
term. Some leading obstetricians are opposed to 
this, but in sixteen states it has been adopted. 
Among the suggestions to prevent eclampsia, 
antenatal care comes first. The remedy prescribed 
for unwarranted casarean section is adherence to 
the recognized indications and obstetrical consulta- 
tion in every case. 

To those of us who are apt to look on the gloomy 
side of the picture, consolation can be derived by 
looking back. Cwsarean section once meant a 
maternal death rate of 100 per cent. A few years 
ago we did not know that eclampsia was prevent- 
able. Further comparison of the records of yester- 
day with those of today has convinced us that we 
are on the road to knowledge; we must not halt, 
satisfied with the progress made. A long stretch of 
that road must yet be covered before we reach the 
goal. It must be remembered that of seventeen 
civilized nations we are seventh from the top in 
infant welfare and fourteenth from the top in ma- 
ternal welfare. 

The practice of contraception, which extends back 
to Biblical times, has been a matter of discussion for 
centuries. In the last few years, through world- 
wide propaganda known as “birth control,” this 
knowledge, formerly safe in the hands of the phy- 
sician and regarded as something to be imparted 
only when its use was justifiable, has been acquired 
by thousands of women of every age and condition, 
married and single, to be used indiscriminately 
without heed of the moral or physical outcome. 

In America, birth control, except in the special 
case, is a menace: it is a doctrine that applies to 
the wrong elements of the population. Our potential 
parenthood is decreasing. In the last forty years 
there has been a drop of 10 per cent in the number 
of persons marrying, while divorce has increased 92 
= cent. Our old New England and Virginia fami- 
ies are gradually becoming extinct, whereas the 
insane, the defective, and the criminal are in ever- 
increasing numbers overcrowding our State insti- 
tutions. 

Kosmak points out that artificial restriction in 
the early years of married life may produce serious 
consequence and lead to subsequent sterility or 
hide the presence of this condition until too late 
for its correction. He advises that training in sex 
education be begun in the schools in a study of 
biology. Peter GRAFFAGNINO, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Sénéque, J.: The Results of Suprarenalectomy in 
Spontaneous Gangrene of the Extremities 
(Résultats de la surrénalectomie dans les gangrénes 
spontanées des membres). Presse méd., Par., 1927, 
XXXV, 454. 


The author reviews Herzberg’s statistics on 110 
cases of suprarenalectomy (eight of them his own) 
and six cases reported by Leriche. In four of the 
case reports collected by Herzberg the data were 
too meager to be of value. Sénéque’s conclusions 
are therefore based on 112 operations. 

Suprarenalectomy for spontaneous gangrene of 
the extremities was first proposed by Oppel in 1921 
on the theory that the gangrene is due to spasm of 
the peripheral blood vessels due to hyperadre- 
nalwemia caused by hyperfunction of the suprarenal 
glands. However, the occurrence of such an in- 
crease in the adrenalin in the blood has never been 
proved and the condition has never been produced 
experimentally. Hypertrophy of the suprarenal 
glands is not common, and when it occurs it affects 
usually the cortex and not the medulla which is 
the producer of the adrenalin. 

The operation is always unilateral and is some- 
times supplemented by other procedures. In eleven 
cases it was combined with perivascular sympathec- 
tomy; in seven, with ligation of the vein; in one, 
with transplantation of the testicle; in two with 
transplantation of a cow’s ovary; in two, with 
ligation of both deferent ducts; in seven, with 
section of nerves; in one, with the injection of salt 
solution into the sciatic nerve; and in two, with 
the injection of alcohol into the sciatic nerve. 

Eighty-two of the patients were between the ages 
of 30 and 50 years. A cure—cessation of the pain 
and cicatrization of the ulcer—was obtained in 
fourteen of the 112 cases. Three patients were 
cured for two years; five, for one and a half years; 
three, for one year; two, for six months; and one, 
for seventeen days. One is a more recent case. 

The author points out that the disease is slowly 
progressive and that temporary relief may be 
obtained by numerous procedures. He regards a 
case as cured only when the cure lasts at least two 
years. Herzberg has reported a case in which a 
recurrence developed after two years. 

Of the nineteen deaths in the cases reviewed, 
fifteen were attributable to the operation, but some 
of the patients who died would not have survived a 
simple amputation. Two deaths were attributed to 
suprarenal insufficiency. 

In Russia, where the operation has been per- 
formed most frequently, the number of reported 
cases has fallen from forty-four in 1923 to one in 


1926. From this fact it must be concluded that it 
has been found not clinically justified. 
Micwaet L. Mason, M.D. 


Cohn, T.: Distention of the Renal Pelvis for Roent- 
genography (Die Aufblasung des Nierenbeckens 
fuer das Roentgenbild). 51 Tag. d. deutsch. Ges. f. 
Chir., Berlin, 1927. 

The author showed a series of roentgenograms of 
renal pelves inflated with air and summarized the 
indications and contra-indications for filling the 
pelvis with solutions and with air. 

Filling with umbrenal, sodium iodide, and sodium 
bromide solutions gave the most distinct pictures of 
the excretory urinary passages. This is to be con- 
sidered when a very accurate presentation of the 
outlines is desired, in most cases of renal tumors and 
cystic kidney, and when delineation of the lower 
half of the ureter is necessary. The use of solutions 
is to be avoided in all cases in which chemical irrita- 
tion of the mucous membrane may be injurious, as 
in cases of marked ptosis of the kidney, suppurations, 
and dilatations. In such cases air should be used 
instead. 

Filling the kidney pelvis with warm aseptic air is 
the simplest and cheapest procedure. In case of ob- 
struction to the outflow and forcing of the contents 
of the pelvis into the renal tissue by catheterization 
of the ureter, no toxic chemical effect will be pro- 
duced. This procedure was used by the author 305 
times in the cases of 192 patients without producing 
any serious injury or any sequela suggesting embo- 
lism. By a proper selection of cases, a knowledge of 
the anatomical and roentgenological facts, and deli- 
cate and accurate technique, it is rendered harmless. 
It is a valvable and, in some cases, an indispensable, 
supplement to other methods of examination in 
urological surgery. ‘The position of the renal pelvis 
and the nature of torsion can be seen, and stones— 
even small urate stones—are visible on the roentgen 
plate. STETTINER (Z). 


Mathé, C. P., and Oviedo, G. F.: Spontaneous 
Rupture of a Hydronephrotic Sac Secondary to 
Ureteral Stone. California & West. Med., 1927, 
XXvi, 790. 


The authors claim that although traumatic rup- 
ture of the kidney is fairly common, spontaneous 
rupture of that organ is more or less infrequent. 
The latter usually occurs in kidneys presenting 
tumor, abscess formation, tuberculosis, or chronic 
nephritis. 

In the case reported in this article a rupture 
occurred in a hydronephrotic sac secondary to back- 
pressure caused by a stone. At operation, a curved 
linear lumbar incision was made on the right side. 
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Incision of the lumbar fascia revealed considerable 
distention of the retrorenal leaf of the perirenal 
fascia. The fascia was fluctuant and had the 
appearance of containing fluid under pressure. On 
incision of Zuckerkandl’s fascia, 100 c.cm. of urine 
was liberated into the incision. The pelvis was then 
palpated and a stone about 1 cm. in diameter 
located at the ureteropelvic juncture. In the pelvis 
above the calculus there was a small aperture from 
which the urine exuded. This was enlarged and the 
calculus removed through it. It was then closed 
with interrupted No. oo catgut sutures. A soft 
rubber tissue drain was placed against the pelvis 
and brought out through the upper end of the in- 
cision. The wound was closed in the usual manner. 

The diagnosis was calculus in the right kidney 
pelvis and ruptured hydronephrosis with urinary 
extravasation. 

The authors draw the following conclusions: 

1. Back-pressure into the kidney due to in- 
sufficient drainage may destroy the major portion 
of the organ and cause spontaneous rupture of the 
parenchyma or pelvis. 

2. Spontaneous non-traumatic rupture occurs in 
kidneys previously involved by some pathological 
condition such as tuberculosis, acute focal infection 
or abscess formation, hemophilia, infarction, hy- 
dronephrosis, or polycystic degeneration. 

3. Rupture of the parenchyma is far more com- 
mon than rupture of the pelvis. 

4. Rupture of the parenchyma is likely to be 
accompanied by perirenal hemorrhage, whereas 
rupture of the pelvis or ureter is usually followed 
by extravasation of urine without hemorrhage. 

5. Immediate surgical intervention is the only 
successful treatment. If the patient is seen early, 
removal of the obstructing calculus, conservative 
repair, packing, and drainage will suffice. 

6. In advanced cases, nephrectomy is the treat- 
ment of choice as it is less likely to be followed by 
complications. Louts Gross, M.D. 


Saphir, O.: The State of the Glomerulus in Experi- 
mental Hypertrophy of the Kidneys of Rabbits. 
Am. J. Path., 1927, iii, 329. 

Galestti and Villa-Santa were the first to make a 
careful investigation of hypertrophic kidneys. They 
arrived at the conclusion, that following the removal 
of one kidney in young animals, there is a genuine 
hyperplasia of the glomeruli and tubules of the 
remaining kidney. Full-grown animals, however, 
show under similar conditions only plain hyper- 
trophy. 

Saphir used eight white rabbits of the same litter 
for his experiments. Under local anasthesia, the 
right kidney was removed. The rabbits were then 
killed at intervals of from three days to twelve 
months after the operation. Three rabbits were used 
as controls. Serial sections were made of all the 
kidneys. 

The glomeruli of kidneys of normal rabbits are 
larger in the vicinity of the medulla than in the 


peripheral portion of the cortex. In hypertrophic 
kidneys the majority of the glomeruli are enlarged 
and the difference in size between the glomeruli of 
the peripheral and central portions of the cortex 
appears greater. No signs of new formation of 
glomeruli or tubules in young rabbits were seen. 
The enlargement of the kidneys of rabbits in experi- 
mental hypertrophy is due in part to a hypertrophy 
of the glomeruti without an increase in the number 
of the glomeruli. No attempt was made to measure 
the tubules in hypertrophic kidneys. 

The hypertrophy of a kidney which follows the 
ligation of the ureter of the other kidney was no 
greater than that in the unilaterally nephrectomized 
animals. During the first three weeks of hyper- 
trophy, the kidneys show, first, a hyperemia of the 
capillaries and, later on, a marked cloudy swelling 
which probably reaches its maximum about three 
weeks after unilateral nephrectomy. Later, the 
changes disappear and the hypertrophic kidneys 
show no degenerated changes. Hypertrophic kid- 
neys show no traces of fat. 

Wittiam J. Carson, M.D. 


Lower, W. E., and Belcher, G. W.: Massive Lipoma 
of the Kidney; with the Report of a Case. 
Surg., Gynec. & Obst., 1927, xlv, 1. 


Massive lipoma of the kidney is very rare. The 
authors review the literature on the etiology and 
pathology of the condition and add a sixth case to 
the five that have been reported to date. Their case 
is the fourth in which the tumor was removed by 
nephrectomy. 

As in all of the other reported cases, the tumor in 
the authors’ case developed in a woman of middle 
age. ‘The characteristic features of the case were 
identical with those of a case reported by Warthin. 
In general, the symptoms produced by the neoplasm 
are mild and similar to those caused by any other 
tumor of the kidney. In the authors’ case the prin- 
cipal symptoms were apparently referable to the 
gastro-intestinal tract. The pyelogram showed 
definitely a deformity of the kidney pelvis. Nephrec- 
tomy was followed by X-ray therapy. 

In the authors’ opinion, lipoma of the kidney is 
probably less malignant than has been generally 
supposed. 

The article is supplemented by a bibliography and 
contains illustrations showing the gross and micro- 
scopic appearance of the specimen. 

Joun G, M.D, 


BLADDER, URETHRA, AND PENIS 


Lundy, J. S.: Regional Anzsthesia for Operations 
in the Urinary Bladder. J. Urol., 1927, xvii, 525. 


Regional anesthesia is usually satisfactory for 
operations in the urinary bladder. An important 
factor in the success of sacral or abdominal block 
is attention to detail. From data presented, it 
appears that complete posterior sacral block pro- 
duces complete anasthesia, that caudal block and 
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injection into the second sacral foramen on each 
side produce slightly less complete anaesthesia, and 
that caudal block alone is more likely to fail to pro- 
duce complete anesthesia than either of the two 
other methods. 

Complete sacral and abdominal block gives satis- 
factory anesthesia for prostatectomy and in many 
cases will induce sufficient anesthesia for the radical 
surgical treatment of tumors or diverticula of the 
urinary bladder. In some of these cases, however, 
balanced anesthesia is advantageous. The type of 
sacral block for cystoscopy depends upon the 
quality of the anwsthesia to be produced; some 
patients require more and some less. Cystostomy 
can be performed under abdominal block, but usu- 
ally some sacral anwsthesia is required as well. 
The quality of the anesthesia necessary will deter- 
mine whether the injection should be simply caudal 
or include some of the foramina. If untoward drug 
reactions could be controlled, much more anesthesia 
could be induced safely. 

No particular type of blood pressure seems asso- 
ciated with any particular postoperative complica- 
tion. Very low blood pressure is a contra-indication 
to spinal anaesthesia and to the use of very large 
amounts of procain in regional block. On account 
of the restriction to small amounts of the anesthetic 
agent in cases of hypotension, anesthesia may not 
always be complete when the blood pressure is low. 

The pre-operative use of morphine is advisable 
for patients who are nervous or in pain. The neces- 
sity for morphine in the first twenty-four hours 
after operation is in direct proportion to the trauma 
of the operation and the patient’s nervousness. 

The number and variety of the postoperative 
complications following local anasthesia only 
should emphasize the fact that the patients are poor 
subjects and that there may not be a choice of 
anesthesia. Wherever practicable, regional anws- 
thesia is desirable for operations on the urinary 
bladder. 


Wade, H.: The Treatment of Malignant Disease of 
the Urinary Bladder. Proc. Roy. Soc. Med., Lond., 
1927, XX, 1281. 


The author believes that in the so-called carci- 
noma age seemingly benign growths of the urinary 
bladder should be treated in the same way as carci- 
noma. The best treatment for a growth localized 
in the summit of the bladder is partial cystectomy. 
For cases in which the growth is more extensive, 
hemicystectomy with excision of a portion of one 
ureter and re-implantation of the ureter into the 
bladder is suggested. When neither of these proce- 
dures can be considered, Wade performs a so-called 
palliative cystectomy preceded by transplantation 
of the ureters to the skin surface. He considers 
this the best procedure in the majority of cases. 

Of four patients operated upon by Wade for 
malignant disease of the bladder, two are still alive 
and two lived two years after the operation. 

Maorice MEttzer, M.D. 


De Gironcoli, F.: Regeneration of the Bladder 
After Subtotal Resection for Carcinoma (Ri- 
generazione della vescica dopo asportazione subto- 
tale per carcinoma). Arch. ital. di urol., 1927, iii, 
325. 

Only eight cases of regeneration of the bladder 
after extirpation have been reported in the liter- 
ature. The author adds a ninth. The patient was a 
workman of 68 years who entered the hospital with 
the symptoms of carcinoma of the bladder. He had 
also a skin ulcer on the right side of his nose. A 
subtotal resection of the bladder was performed, 
only the trigone being left. Five months later the 
ulcer on the nose was resected. Microscopic ex- 
amination of both specimens showed cancer. Eight 
months after the operation the patient was pre- 
sented before the Venice Medical Society as cured. 
Two months later he died of gangrene of the lung. 

Autopsy showed a newly formed bladder, a small 
reservoir holding about 30 c.cm. which had been 
formed around the trigone. Its cavity was lined 
with mucous membrane that was apparently nor- 
mal. Its walls were very thick and the external 
layers looked like scar tissue. Histological examina- 
tion showed a normal mucosa and submucosa with 
a thin layer of smooth muscle fibers interspersed 
here and there by connective tissue and foci of 
small-cell infiltration. | Auprey G. Morcan, M.D. 


Grimault, L., and Chevassu, M.: Four Cases of 
Traumatic Rupture of the Urethra Treated by 
Urethrorrhaphy and Suprapubic Drainage; 
Complete Cure Verified by Urethroscopy 
(Quatre cas de rupture traumatique de l’urétre 
traités par l’urétrorraphie et derivation sus-pubi- 
enne; guérison compléte verifiée tardivement 4 
Vurétroscope). Bull. et mém. Soc. nat. de chir., 1927, 
lii, 1232. 

This article reports four cases of traumatic rup- 
ture of the urethra which were successfully oper- 
ated upon by the same technique and followed for 
a sufficient length of time to justify an opinion as 
to the outcome. The end-result was determined by 
urethroscopic examination by Grandineau. The op- 
eration was performed six, fourteen, three, and ten 
hours, respectively, after the injury. In two cases 
the urethra had been completely divided; in one 
case the ends were still united by two thin threads; 
and in one case, about one-fourth of the circum- 
ference remained intact. 

At operation, a median suprapubic incision was 
made to open up and drain the bladder and for 
retrograde catheterization of the urethra. The pa- 
tient was then placed in the lithotomy position, the 
urethra catheterized from the external meatus, the 
perineum incised, and an exploration made to locate 
the injured ends of the urethra. A wide and thor- 
ough removal of all bruised periurethral tissue was 
then done, but the urethra itself was trimmed as 
little as possible. The two ends of the urethra were 
sutured with No. oo chromic catgut. The cavernous 
tissue and the muscles were sutured separately, and 
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the skin was closed without drainage. The catheter 
was then withdrawn from the external meatus, and 
the suprapubic catheter replaced by a siphon. 

After the operation the bladder was irrigated 
daily until spontaneous urination occurred, when 
the siphon was removed. This occurred on the 
twentieth, twelfth, eighth, and tenth day respec- 
tively. The suprapubic wound had. closed and 
healed on the twenty-sixth, twentieth, twenty- 
second, and twenty-second day respectively. The 
stitches were removed between the eighth and 
eleventh days. Healing took place by primary in- 
tention in all instances. The urethra was explored 
with a sound some time between the twentieth and 
fortieth postoperative day. 

The patients received no treatment after they left 
the hospital. In Case 1, a No. 54 sound was passed 
easily one and a half months after the operation. 
Five months later, urethroscopy with a No. 54 Luy 
urethroscope revealed a small area of oedema and 
some irregularity of the urethra. Two years later 
the urethroscope was again passed and a small scar 
was seen. Four years after the operation a No. 54 
sound was passed easily. 

In Case 2, a No. 54 sound was passed on the 
forty-first day. Sixteen months after the operation 
a urethroscopic examination revealed some blanch- 
ing and irregularity. There were no complaints. 

In Case 3, a No. 54 sound was passed two months 
and twenty-two days after the operation. Ten 
months after the operation there were no urinary 
difficulties. The urethroscope revealed a slight area 


of paleness near the bulb which, ordinarily, would - 


have been overlooked. Eighteen months later there 
were no signs of stricture. 

In Case 4, the postoperative course was equally 
good. On the thirty-sixth day the patient was back 
at work and able to urinate freely and spontane- 
ously. When he was examined a year later, a No. 
54 sound was passed. On urethroscopic examina- 
tion, some widening of the urethra and paleness of 
the mucosa over a distance of 1% cm. were seen. 

Grimault attributes his results to careful suture 
of the divided ends of the urethra with minimal 
cutting away of the mucosa. He believes, however, 
that the periurethral tissues should be widely re- 
moved as they have little resistance to bacterial 
invasion. The skin should be closed tight without 
drainage. The operation is to be regarded as one 
of extreme urgency and should be done as soon as 
the diagnosis is made. Miucuart L. Mason, M.D. 


Hirsch, E. W.: Comparative Histology of the 
Urethral Mucosa and Its Relation to Gonococ- 
cal Infections. J. Urol., 1927, xvii, 575. 


Hirsch reports the results of a comparative his- 
tological study made of a number of groups of mam- 
malian urethrz in an effort to determine why these 
structures are resistant to artificial inoculation with 
the gonococcus. The findings are as follows: 

Submucous urethral glands (glands of Littré) are 
not found in mammals. 


Urethral glands are well developed in the lower 
classes of mammals (rats and guinea pigs). In the 
higher orders of mammals they are either absent or 
poorly developed. In man, they are well developed 
and have a definite structure. 

Urethral glands are developed in those classes of 
mammals in which the prostate and seminal vesicles 
are absent. Apparently, therefore, they serve a 
fertilizing function in these classes. 

The mammalian urethral mucosa generally con- 
sists of squamous epithelium. ‘Transitional epithe- 
lium and stratified columnar epithelium are found 
less frequently. Simple columnar epithelium is 
found only in the monkey. Since squamous epithe- 
lium in man is resistant to gonococcal infection, it 
might be reasoned that mammalian urethra are 
protected against gonococcal inoculation because 
the lining of many mammalian urethra consists 
of squamous epithelium. This, however, does not 
explain the resistance of rats, guinea pigs, and 
monkeys whose urethre are lined with columnar 
epithelium. 

Attempts by many workers (DeChristmas, 
Scholtz, Culver, Herrold, and others) to infect the 
urethre of laboratory animals with gonococci have 
resulted in failure. 

Mammals undoubtedly have a natural immunity 
to gonococcus infection of the urethra. The gonococ- 
cus is a highly specialized organism which attacks a 
highly specialized structure. 

D. Hormes, M.D. 


GENITAL ORGANS 


Charteris, A. A.: Observations on Prostatic Cancer 
with Metastases in Bone. Glasgow M. J., 1927, 
XXV, 329. 

Charteris reports in detail the gross and micro- 
scopic findings made at autopsy in a case of fro- 
static carcinoma with numerous metastases. ‘This 
case and two others studied demonstrate that in 
prostatic carcinoma there is widespread involvement 
of the osseous system without the occurrence of 
visceral metastases. 

The embolic and lymphatic extension of carcinoma 
are discussed. The author believes that in the case 
reported the lungs became involved through an 
embolic process and the systemic circulation then 
became infected by the passage of single cells 
through the pulmonary capillaries, the cancer cells 
settling down in the bony tissues which attracted 
them. G. Cureetnam, M.D. 


MISCELLANEOUS 


Marion: Certain Basic Principles in the Diagno- 
sis and Treatment of Urological Conditions 
(Quelques grands principes directeurs du diagnostic 
et de la thérapeutique urologique). J. d’urol. méd, 
et chir., 1927, xxiii, 193. 


Marion states that in the diagnosis of a urological 
condition much more weight should be given to 
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physical signs such as pyuria or hematuria than to 
functional symptoms such as pain, polyuria, etc. 

When the catheter is arrested in the region of the 
bulb (where it may be felt in the perineum), a large 
sound rather than a smaller bougie or catheter 
should be tried. 

Hematuria in the presence of hypertrophy of 
the prostate should not be attributed to the pros- 
tatic condition until all other causes have been 
ruled out by thorough examination. 

In chronic retention due to prostatic hypertro- 
phy, cystostomy and exploration are indicated. A 
bougie may be passed to the bulbar region; if it 
passes, stricture is ruled out. 

All cases of spontaneous cystitis, all cases of 
cystitis resisting the classical treatment for the 
condition, and all cases of recurrent cystitis should 
be looked upon as possible cases of tuberculous 
infection. 

All cystitis except that due to gonorrhoea is an 
indication for cystoscopy, especially if it resists 
treatment thought to be sufficient. 

Ureteral catheterization should always be pre- 
ceded by a complete examination of the bladder. 

In all cases of hematuria an immediate exam- 
ination of the urinary tract should be made. 

In every case of renal pyuria which has not been 
shown to be tuberculous an X-ray examination 
should be made. 

An X-ray examination for renal stone, known or 
suspected, should include all of the urinary tract. 

Vaccines are often used to hide the ignorance 
of the physician who is unable to establish the 
diagnosis. Micuart L. Mason, M.D. 


Nitch, C. A. R.: Urogenital Tuberculosis. Bri/. /. 
F 4027, 1, 863. 

Urogenital tuberculosis was formerly regarded as 
a hopeless disease, but within recent years exhaus- 
tive research, careful special examinations, early 
diagnosis, and active surgical treatment have com- 
bined to give persons with this condition a good 
prospect of complete recovery. 

Tubercle bacilli reach the kidney from some other 
focus in the body, quiescent or active. Renal tuber- 
culosis may be either surgical or medical. Surgical 
or chronic renal tuberculosis is usually unilateral, 
but may early become bilateral. The urine contains 
tubercle bacilli, pus cells, caseous material, frag- 
ments of renal tissue, and a small trace of albumin of 
pyogenic origin. The medical form of renal tuber- 
culosis is bilateral. The renal parenchyma is studded 
with miliary tubercles. The urine, which is clear, 
contains a few bacilli, many hyaline and granular 
casts, and a large amount of albumin. The infection 
produces a typical chronic nephritis and often ends 
in uremia. 

Tubercle bacilli reach the kidney by way of the 
blood streani or the lymphatics. The former is the 
more common route. Infection from one kidney to 
the other may occur by the passage of the bacilli 
through the lymphatics. Ascending infection of the 


-seldom indicate the extent of the lesion. 


kidney occurs by way of the periureteral lymphatics 
or a damaged ureteral mucosa. Three types of this 
disease are recognized—primary closed parenchyma- 
tous tuberculous nephritis, primary open tuber- 
culous pyelonephritis, and a combination of these 
two conditions. 

In primary closed tuberculous parenchymatous 
nephritis there are encapsulated foci in the paren- 
chyma which go on to caseation, abscess formation, 
and ultimate destruction of the entire kidney. This 
change is accompanied by interstitial inflammation 
of the pelvis and calyces which ends in the formation 
of fibrofatty tissue. The urine of the infected kid- 
ney is soon increased in amount; its specific gravity 
is lowered, and it shows a trace of albumin and a few 
pus cells. It is sterile and seldom contains tubercle 
bacilli. The function of the infected kidney is de- 
fective as compared with that of the other kidney. 
Complaint is made of a mild cystitis and this is often 
treated locally. 

Primary open tuberculous pyelonephritis is char- 
acterized by ulceration of the entire kidney. The 
changes spread down the ureter; the ureteral walls 
become thickened and the mucosa ulcerated. The 
symptoms include painful frequency, pyuria, and 
often hematuria. The efflux may resemble tooth- 
paste coming from a collapsible tube. 

The condition, which is a combination of primary 
closed parenchymatous tuberculous nephritis and 
primary open tuberculous pyelonephritis, has clini- 
cal features similar to those of the latter. 

The clinical signs of chronic renal tuberculosis 
There is 
usually no enlargement of the kidney, but enlarge- 
ment and thickening of the ureter are revealed on 
bimanual palpation (rectal in the male and vaginal 
in the female). Cystoscopic examination may show 
the bladder to be inflamed or ulcerated or the trigone 
alone to be involved. The ureteral orifice may pre- 
sent the only evidence of the disease; it may be con- 
gested, oedematous, or surrounded by bullw, or may 
have tubercles on its margin. In long-standing cases 
it may be wide open, rigid, and ulcerated. 

The symptoms are essentially those of cystitis. 
They usually begin gradually and increase steadily, 
but sometimes are sudden in their onset. ‘There may 
be remissions of symptoms for months or years, 
during which time the patient appears to be improv- 
ing. The kidney is seldom painful, but the passage 
of débris down the ureter may cause ureteral colic. 
The frequency is due at first to a trigonitis and later 
to a cystitis. Nocturia is the most constant and 
important sign of the disease. The only positive sign 
of the condition is the presence of tubercle bacilli 
in the urine. 

Bladder irritation, nocturnal frequency, and 
pyuria in the case of a person between 20 and 4o 
years of age are strongly suggestive of renal tuber- 
culosis. The positive diagnosis is made by finding 
the tubercle bacilli in the urine. If these bacilli are 
not found, guinea-pig inoculation will often make the 
diagnosis certain. 
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As surgical renal tuberculosis of the kidney is pri- 
marily unilateral and as spontaneous cure is un- 
known, the correct treatment is early nephrectomy. 
Nephrectomy is contra-indicated: (1) when the func- 
tion of the opposite kidney is defective; (2) in ad- 
vanced bilateral tuberculosis; (3) in slightly bilat- 
eral tuberculosis; and (4) when the disease is sec- 
ondary to pulmonary and other gross tuberculous 
lesions. 

If the ureter appears healthy it may be ligated in 
two places, injected with phenol, and divided a few 
inches below the kidney. Or the ureter and kidney 
may be removed at the same time through a lumbar 
and an inguinal incision. The operative mortality 
is about 2 per cent. A cure results in 60 per cent of 
the cases. In 40 per cent the urinary symptoms per- 
sist. Thirty per cent of the patients die within from 
three to five years from a recurrence in the other 
kidney or elsewhere in the body. Ten per cent will 
have either frequency alone or frequency and pyuria. 

Tuberculosis of the bladder is probably always 
secondary to renal tuberculosis, genital tuberculosis, 
or tuberculous salpingitis. Ulceration and tubercle 
formation occur with thickening and contraction of 
the bladder wall, great pain, and incontinence. The 
treatment indicated is the removal of the primary 
focus supplemented by general supportive measures. 
Local treatment is usually of little value, but fulgura- 
tion through a cystoscope relieves the pain of the 
ulcers and perhaps assists healing. 

Genital tuberculosis usually occurs between the 
ages of 20 and 45 years. The infection may be pri- 
marily hemic or may be secondary to urinary tuber- 
culosis. The primary focus is generally in the pros- 
tate or seminal vesicles. In more than 80 per cent 
of the cases it is in the vesicles. In such cases the 
onset is insidious, the progress slow, and the prog- 
nosis poor. In advanced cases, medical and general 
treatment is indicated, but when the epididymis and 
vesicles are involved radical operation is necessary. 

Ciaupve D. Hoimrs, M.D. 


Stockman, R.: The Action of Urinary Antiseptics. 
Edinburgh M.J., 1927, Xxxiv, 396. 


The time that freshly passed urine resists ammo- 
niacal decomposition has no definite value as an indi- 
cator of the potency of urinary antiseptics. The 
onset of decomposition depends upon the time at 
which, and the extent to which, the urine becomes 
contaminated with urea-splitting organisms. 

Acid sodium phosphate has long been used to 
acidify the urine, it being known that the cocci grow 
poorly in acid urine, but when very large doses are 
given a large part is excreted in the faces. For per- 
fect functioning, the body cells must be kept bathed 
in a faintly alkaline medium. The kidneys play an 
important part in keeping this balance by changing 
the weakly alkaline mixture of phosphate salts in 
the blood to the acid mixture of phosphates in the 
urine. As a rule more or less of the acid sodium 
phosphate is excreted as such and raises the acidity 
of the urine. 


Clinically, acid sodium phosphate provides an acid 
salt which neutralizes the excess of alkali and pre- 
vents the deposit of earthy phosphates and the 
formation of calculi. The urine reaction is tested by 
litmus. It is well to give acid sodium phosphate 
with hexamine because the latter has no action in 
alkaline urine. 

Mineral acids are excreted in the urine as neutral 
salts and do not increase acidity. The common 
vegetable acids such as citric, acetic, and tartaric 
acid, are oxidized in the body and excreted as alka- 
line carbonates which alkalinize the urine. 

Benzoic acids and benzoates are capable of acidi- 
fying the urine because they are synthesized in the 
kidney into hippuric acid which takes up alkali and 
is excreted as hippurate. The benzoates exert a very 
slight bactericidal effect, but increase the acidity by 
taking up the alkali. The best salt is ammonium 
benzoate. 

Benzoic acid and benzoates act chiefly when the 
urine is septic and ammoniacal. They render the 
urine acid, inhibit bacterial growth, and prevent pre- 
cipitation of earthy phosphates. Benzoates are of 
little value in bacillus coli, typhoid, tuberculous, or 
gonorrhceal infection or in pyelitis. 

Salicylic acid and salicylates act like benzoates, 
taking up alkalies and thus increasing the acidity of 
the urine, but they are never found free in the urine. 
They have little restraining influence on bacterial 
growth. 

Salol in the urine has a negligible antiseptic power. 
Boric acid is a weak acid and a feeble antiseptic, but 
of great clinical value. It exerts its action in both 
acid and alkaline urine. 

The urine may be alkalinized safely and effectively 
by the use of sodium bicarbonate with citrates. 
When it is acid, 10 gr. of boric acid, 20 gr. of sodium 
benzoate, and 1o gr. of hexamine in /% oz. of water 
make the most powerful antiseptic known to the 
author. 

Hexamine decomposes with the liberation of 
formaldehyde only in acid urine and never in a 
greater proportion than 1:5,000. Pus and mucus fix 
the formaldehyde and lessen the proportion. A 
1:5,000 solution of formaldehyde is very inhibitory 
to the growth of bacillus coli, staphylococci, and 
streptococci. Hexamine should be given in doses of 
10 to 15 gr. three or four times a day and the urine 
kept acid. It is of limited value in pyelitis. It 
sometimes Causes irritation of the bladder, but this 
is readily relieved by sodium bicarbonate. 

Hexylresorcinol is highly bactericidal in vitro, 
but in vivo is detoxicated by conjugation and ren- 
dered inert except for a small quantity which escapes. 
Sodium bicarbonate deprives it of its bactericidal 
powers by changing the surface tension. However, 
it reduces the organisms and relieves the symptoms 
promptly though it fails to eradicate the infection. 

Methylene blue reduces the organisms, pus, and 
symptoms markedly, but does not overcome the 

infection. Acriflavine inhibits bacterial growth and 
is more active in an alkaline than an acid medium. 
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Copaiba in oil and resin and sandal oil do not 
inhibit bacterial growth in the test tube, but in the 
body they seem to have a peculiar selective action 
on the gonococcus. Benjamin F. Rotter, M.D. 


Leonard, V., and Feirer, W. A.: The Bactericidal 
Activity of Hexylresorcinol in Glycerine; With 
Special Reference to the Influence of Surface 
Tension in Chemical Disinfection. Bull. Johns 
Hopkins Hosp., Balt., 1927, xli, 21. 


Chemical disinfection is a chemical reaction be- 
tween the cell protoplasm and the disinfecting 
agent. The rapidity of such disinfection is influenced 
by concentration, temperature, pressure, and time. 
The germicide must penetrate into minute crevices 
and interstices and then into the cell membrane. 
Fluids of low surface tension do this most efficiently. 

Hexylresorcinol in therapeutic doses markedly 
reduces the surface tension of the urine and imparts 
to the urine active bactericidal properties. If the 
drug is administered with quantities of water or with 
diuretics such as sodium bicarbonate, citrates, etc., 
the surface tension rises and the urine is robbed of 
its bactericidal properties. This rise in the surface 
tension is due to the resulting diuresis. Unless 
diuresis is prevented in the use of hexylresorcinol, 
its effect will be disappointing. The success of 
hexylresorcinol in disinfecting the urinary tract 
depends upon surface tension since, by the lowering 
of surface tension, both osmosis and diffusion are 
accelerated. 

Hexylresorcinol is the most powerful phenolic 
germicide yet discovered and is relatively non-toxic. 
The best solvent is a 30 per cent solution of glycer- 
ine and water. 

The addition of water to glycerine raises the sur- 
face tension, but if hexylresorcinol is present in the 
glycerine the addition of water reduces the surface 
tension and increases the bactericidal action of the 


solution. It was found that to per cent of water in 
the 1:1,000 solution of hexylresorcinol in glycerine 
depressed the surface tension 3.5 dynes per cubic 
centimeter and enabled the germicide to destroy 
bacillus typhosus in fifteen seconds. The least 
irritating concentration which will destroy the test 
organisms in fifteen seconds is a 1:1,000 solution of 
hexylresorcinol in aqueous glycerine. 

Aqueous solutions of hexylresorcinol suffer no 
deterioration of bactericidal activity even after 
many months at room temperature. 

The best solution for tissue surface disinfection 
consists of 30 per cent glycerine and 70 per cent 
water in which is dissolved 1 mgm. of hexylresorci- 
nol per cubic centimeter. 

BENJAMIN F. M.D. 


Horder, Sir T.: The Medical Aspects of Hama- 
turia. Proc. Roy. Soc. Med., Lond., 1927, xx, 1290. 


Of the cases upon which this report is based, 
twenty were cases of acute nephritis. In this condi- 
tion there is some toxic factor due to infection of 
the tonsils by the coccal group of bacteria or infec- 
tion by the bacillus coli. In seven of the cases there 
was chronic nephritis. In four cases the hematuria 
was associated with infective endocarditis. In this 
condition there is usually no pain, the bleeding is 
prolonged, and a septic embolus is found in the kid- 
ney. In four cases there were renal calculi which 
produced no symptoms. In three cases there was 
infection of the urinary tract. In two cases the 
hematuria was associated with mitral stenosis with 
an infarct in the kidney. In two cases it was asso- 
ciated with purpura due to the same toxic agent. 
In five cases the diagnosis of ‘‘essential hematuria” 
was made. In one case the hematuria followed the 
administration of urotropin, and in another was 
associated with polycythemia. 

Maurice MEettzer, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Janik, A.: Tumors of Tendon Sheaths. Ann. 

Surg., 1927, Ixxxv, 897. 

Janik reports five cases of tendon-sheath tumors. 
Two of the tumors were chondromata, one was a 
fibrochondromyxo-osteosarcoma, one a hemangio- 
fibroma, and one a fibrosarcomatodes. 

Both of the chondromata were the size of a hen’s 
egg. One had its origin in the sheath of the flexor 
pollicis longus tendon and had been present for a 
year. The other arose from the flexor tendon sheath 
of the right second toe and was of three years’ 
duration. 

The fibrochondromyxo-osteosarcoma, which meas- 
ured 18 by 12 by 11 cm., had grown from the sheath 
of the flexor carpi radialis and become attached to 
the tendon. It developed following an injury sus- 
tained fifteen years previously. 

The hemangiofibroma grew from the tendon 
sheath of the flexor digitorum sublimis and was of 
five years’ duration. It was definitely a neoplasm 
and not an organized hematoma. 

The fibrosarcomatodes developed from the flexor 
tendon sheath of the left index finger and was the 
size of a walnut. 

The author suggests the following classification of 
tendon and tendon-sheath tumors: 

A. Neoplasms: 

1. Neoplasms of tendons: (a) benign—fibroma, 
osteoma, chondroma; (b) malignant— 
sarcoma. 

2. Neoplasms of tendon sheaths: (a) benign— 
fibroma, lipoma, chondroma, angioma; 
(b) malignant—sarcoma; (c) mixed. 

B. Inflammatory and other tumors: tendovagi- 
nitis tuberculosa, granuloma (the former 
myeloma), ganglion, etc. 

L. Mason, M.D. 


Mumford, E. B.: The Origin of Rice Bodies in 
Bursal Sacs. J. Bone & Joint Surg., 1927, ix, 381. 


The author reports three cases of ‘‘rice bodies” 
occurring in chronic bursitis to show the different 
conditions in which these bodies may be found and 
to present a theory as to their origin in tuberculous 
lesions. 

Foreign bodies have been frequently found in 
synovial cavities. When they have been numerous 
and lying free in the fluid they have been termed 
“rice bodies.”” In the bursal sacs they may be 
found when a chronic bursitis with its excessive 
fluid has been caused by low-grade pyogenic infec- 
tion, by trauma, or by tuberculosis. In all instances, 
however, their formation is dependent upon the 


presence of some small nucleus upon which may be 
deposited fibrin from the bursal fluid. 

The physical character of the rice body depends 
upon the time that has been consumed in its forma- 
tion, the origin of the nucleus, and the character of 
the fluid in which it is found. The nucleus may have 
its origin in the bursal fluid or in the bursal wall. 
Nuclei which begin in the fluid are small masses of 
fibrin which grow by the further deposit of fibrin. | 
They are found as a rule in a fluid containing blood, 
and, when seen early, are small, soft, flat, reddish 
masses with a dull luster. In cases of longer standing 
they may become firmer and assume an oval or 
round shape. They do not attain a high polish. On 
microscopic study, this type of rice body will show 
only fibrin with but little lamination, but may have 
enmeshed broken-down blood cells. 

Nuclei originating in a sac wall which has become 
thickened by a chronic inflammatory process due to 
pyogenic infection or trauma consist of small tags 
of fibrin which may have acquired from the under- 
lying wall, tissue those cellular elements which later 
will lead to the organization of fibrin. After a tag 
of thickened wali has been set free, the new fibrin 
which is deposited from the fluid may thus become 
organized, giving rise to a rice body of firm consist- 
ency which may retain its round form. 

Attention is directed especially to the origin and 
formation of rice bodies in tuberculous lesions. The 
nucleus in this type has been attributed to the 
liberation of proliferative tags of the thickened sac 
wall. Study of the sac wall gives also another con- 
ception of the origin of the nucleus. The sac wall 
consists of a tissue typical of the reaction of the 
tubercle bacillus, consisting of irregular bands of 
fibrous tissue holding numerous giant cells. The 
giant cells in the deeper portion of the sac wall have 
numerous nuclei which are arranged in a concentric 
manner with a “‘signet-ring” formation. As these 
giant cells approach the free or inner wall of the sac 
the nuclei become fewer and lose their typical forma- 
tion. At the very edge of the wall several giant cells 
are found which do not contain any nuclei but con- 
sist of only a mass of fibrous tissue. Mumford 
believes that these giant cells are pushed from the 
lower strata of the sac wall, losing their nuclei as 
they approach the free surface, to be liberated later 
and form the nucleus of a rice body. 

The life history of the full grown rice body is that 
of the rice body found in other types of chronic 
bursitis. Fibrin from the clear or straw-colored 
fluid is depositedin layers upon the giant-cell nucleus, 
giving the laminated structure seen on microscopic 
study. Through constant rubbing against each other, 
the rice bodies become round or oval, according to 
the shape of the giant-cell nucleus, and may develop 
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facets or depressions upon their highly polished 
surfaces. The continuous liberation of giant cells 
from the sac wall accounts for the large number of 
rice bodies found, a number limited only by the size 
of the sac. According to this theory, the rice body 
originates, not asa pinched-off tag of proliferated sac 
wall or fibrinous deposit, but as a giant cell extruded 
from the deeper layers of the sac wall. 
Norman C, Buttock, M.D. 


Stellwagen, T. C., and McCahey, J. F.: Gonorrheeal 
Arthritis in the Adult Male: Correlation of 
Clinical and Urological Findings; Treatment 
by Injection of the Seminal Vesicles. J. Urol., 
1927, XViil, 1. 

Stellwagen and McCahey discuss the treatment 
of gonorrhoeal arthritis by the injection of Pregl’s 
solution into the seminal vesicles through the 
rectal mucosa and report fourteen cases which were 
treated satisfactorily in this manner during the past 
two years at the Jefferson Hospital, Philadelphia. 

After a copious enema and rectal washing, the 
patient is praced in the knee-chest position and a 


special needle fitted to a syringe by rubber tubing is — 


inserted into the vesicle under the guidance of the 
finger. Care is taken not to plunge the needle too 
deeply. Not more than 3 c.cm. of Pregel’s solution 
is then injected into each vesicle. 

This treatment is indicated particularly in the 
acute or subacute types of gonorrhoeal arthritis. It 
is given as soon as the diagnosis of the focus in the 
vesicles is established. After the injections are dis- 
continued it is necessary to resort to massage to rid 
the vesicles of débris and to favor their return to 
normal. In cases of chronic gonorrhceal arthritis the 
injections are no more effective than massage, but 
may be of aid in relieving the symptoms. 

The authors report several untoward results in 
their fourteen cases. In one case the injections were 
followed by a rise in the temperature; in two, by 
involvement of previously apparently normal joints; 
and in two, by epididymitis. 

C. CoLtonna, M.D. 


Eikenbary, C. F.: A Second Report on a Hitherto 
Undescribed Dystrophy, Probably of Luetic 
Origin, Affecting Particularly the Joints of the 
Lower Extremity. J. Bone & Joint Surg., 1927, ix, 
387. 

The first report on the dystrophy discussed in this 
article was made in 1914. This article is a brief 
sketch of the changes that have taken place since 
the first report. The important points brought out 
in the original report were the following: 

The disease was familial, affecting three of a 
family of seven children. 

The father and mother were living and well, and 
the history of the grandparents was negative. 

Both the blood and the spinal fluid Wassermann 
tests of the parents and the children were negative. 

The reflexes of all of the children were normal and 
equal. 
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There were no areas of anesthesia, parxsthesia, 
or dissociation of pain and temperature sense. 

In every case the mouth and tongue presented a 
roughened, fissured, scarred appearance, but the 
teeth were negative. 

In all three cases the touble in the knees dated 
back to what was apparently an acute arthritis 
following an injury. 

Pain was a marked initial symptom in two cases, 
but not so marked in the third. 

Pain was not present to any extent in any one of 
the three patients at the time of examination in 1914 
and was not present in 1915. 

While the predominating findings were made in 
the knee, other structures besides the knee were 
involved. G.D., aged 6 years, had bowing and 
some irregular areas of atrophy in both tibia. A.D., 
aged 16 years, had an old, healed pathological 
fracture of one fibula. R.D. had enormous thicken- 
ing of the lower portion of one tibia, atrophy of the 
lower portion of one fibula, and changes in the os 
calcis and astragalus. 

The author submitted his original paper and all 
roentgenograms taken since 1914 to Baetjer of 
Baltimore, and received the following reply: 

“The condition is unquestionably a neuropathic 
lesion. I have never seen a case of Charcot joint in 
congenital lues, but notwithstanding this and a 
similar report from Johns Hopkins, even if the 
Wassermann continues to be negative, I would still 
be forced to characterize them as Charcot joints.” 

Of three Wassermann tests made in 1927, two 
were positive. A.D., the patient who is by far the 
most afflicted, has a negative reaction. 

In conclusion the author says that he still regards 
the changes in these cases as due to congenital lues. 
In the case of A.D., aged 29 years, the appearance 
of the knees is quite characteristic of the Charcot 
joint, a condition that is not supposed to occur in 
congenital lues. The knees of R.D., aged 31 years, 
are also strongly suggestive of Charcot joint 
and certainly of a dystrophy of some kind. G.D., 
19 years of age, has a positive Wassermann re- 
action but has improved without treatment and 
at present complains of no disability although the 
right knee shows some variation from the normal. 

The diagnosis of a hitherto unknown dystrophy, 
probably due to lues, is based on: (1) the early his- 
tory of the three children, (2) the appearance of the 
tongue and lips, (3) the pathological report, follow- 
ing biopsy, on A.D.’s knee, (4) the Wassermann tests 
made in 1927, (5) the roentgenograms, (6) the exclu- 
sion of tabes and syringomyelia, and (7) failure to 
find in the literature the description of any similar 
condition occurring in congenital lues. 

Norman C. Buttock, M.D. 


Knaggs, R. L.: Achondroplasia. Brit. J. Surg., 1927, 
xv, 10. 
Achondroplasia is the consequence of a defective 
evolution of the process of enchondral ossification 
which is in evidence at a very early period of intra. 
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uterine life. It was once confused with rickets, but 
has been recognized as a separate entity since 1860. 

At birth, the typical achondroplastic has a body 
of normal size, exceedingly short limbs, and a large 
head with a very characteristic depression at the 
root of the nose. The limbs are curved because of 
angular displacement of the segments of the knee 
joint, and the head of the fibula is on a level with 
the head of the tibia. The proximal segment of the 
extremities is proportionately shorter than the 
distal segment. The fingers are of equal length and 
diverge. 

The head is rounded, and there is an increase in 
its transverse diameter. The entire nasal region 
may be flattened and the upper jaw pushed forward. 
Apparent lordosis is commonly present and may be 
combined with kyphosis. It is probably due to dis- 
placement ot the femora posteriorly on the generally 
contracted and deformed pelvis rather than to 
actual spinal curvature. 

Intelligence may be normal or reduced. Sexual 
development and muscle power are usually good. 
The condition shows a hereditary tendency, but is 
frequently sporadic. 

The long bones show large rounded epiphyses 
connected by very short and thick diaphyses. There 
may be bends and angles near the epiphyses. The 
portions of the skull which are developed in cartilage 
are abnormally small, and there are compensatory 
alterations in the shape of the brain. The ribs may 
be short and show furrows or bending at the osteo- 
chondral juncture. 

Histologically, the condition is characterized by 
greatly diminished proliferation of cartilage cells. 
At the epiphyses, ossification progresses through an 
intermediate stage of calcification of cartilage or by 
metaplasia of fibrous tissue which has arisen from 
cartilage or the periosteum. The formation of bone 
from periosteum takes place in the norma) way and 
is unusually active. 

The condition begins in the uterus not earlier than 
the second month of gestation and probably persists 
as long as growth continues. Jansen advances the 
theory that the changes are brought about by an 
increase in the amniotic pressure leading to ischamia 
in the embryo. It is believed most generally, how- 
ever, that an abnormality of internal secretion is an 
etiological factor. 

The article contains several illustrations. 

W. P. Biount, M.D. 


Burckhardt: Attempts to Influence the Regenera- 
tion of Bone by Chemical Means (Versuche 
ueber Beeinflussung der Knochenregeneration). 57 
Tag. d. deutsch. Ges. f. Chir., Berlin, 1927. 

The author sectioned the radius in a number of 
rabbits and then studied the effect upon regenera- 
tion of the bone of various substances applied to the 
site of resection. In a large number of control 
animals either nothing but resection was done or, 
in addition, a sodium chloride solution or a solu- 
tion of osteophytes was injected. The experiments 


were based on the theory that regeneration may be 
induced or controlled by regeneration hormones, 
that is, hypothetical degeneration products of the 
tissues. The original substance used was the bone 
marrow of animals of the same kind. After the 
animals were killed this was applied sometimes in its 
natural form and sometimes in the form of an 
extract. 

The experimental animals showed a certain in- 
crease in callus formation as compared with the 
controls, but this increase was not suflicient to 
exclude error. The interpretation of the findings 
was difficult because, in spite of the great care taken 
to make the resection exactly the same in every 
instance, the course of regeneration showed con- 
siderable variation. On the other hand, the injec- 
tion of an anisotonic solution was followed by a 
distinct reaction in the sense of increased callus 
formation. This occurred with the use of a hyper- 
tonic sodium chloride solution but not with the use 
of distilled water. 

In the discussion of this paper, ScHUBERT reported 
upon some experimental studies on growth. With 
Bahl, he carried out experiments with regard to 
the effect of pressure on the longitudinal growth of 
young bones. It was found that the differences in 
length noted in the various parts of the extremities 
could not be explained by the influence of pressure. 
They depended upon epiphyseal stimulation from 
the site of injury (amputation, resection) which 
incited the epiphyseal zones to increased or dimin- 
ished activity according to their intensity and the 
distance of the site of injury from the principal 
zones of growth. STETTINER (Z). 


Fairbank, H. A. T.: Some General Diseases of the 
Skeleton. Brit. J. Surg., 1927, xv, 120. 


The normal development of bone requires a proper 
cartilaginous or membranous scaflold, the deposit 
of inorganic salts, and a sufficient number of bone- 
forming cells. 

Osteogenesis imperfecta is of four types. One 
type is characterized by multiple fractures, abun- 
dant callus, and short thick bones. In another, the 
bones are slender and poorly calcified and the cortex 
is abnormally thin. A third type is characterized by 
honeycombed bones, and a fourth by “marbie 
bones” which are dense and show obliteration of the 
medullary canals. 

Dyschondropiasia is characterized by dwarfing of 
the affected limbs and irregular ossification at the 
ends of the diaphyses of the long bones. In some 
cases there is mottling of the epiphyses. 

Achondroplasia has been attributed to temporary 
abnormal amniotic pressure in early fetai life, but 
this theory has not been proved. The ossific nucleus 
appears cose to the end of the shaft of the bone, 
and the end of the shaft is usually funnel shaped. 
The epiphyses are of normal size. 

In craniocleidodysostosis there may be, in addi- 
tion to the usual abnormalities, failure of ossifica- 
tion of the pubis and carpal bones, the presence of 
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-epiphyses at both ends of several metacarpals and 
phalanges, and coxa vara. 

The retardation of growth in professional dwarfs 
is known as “‘ateleiosis.”’ 

Myositis ossificans idiopathica is a congenital 
affection in which the proximal phalanges of the big 
toes or the thumbs may be suppressed and abnormal 
masses of bone may appear. 

The deformities of gigantism, acromegaly, osteo- 
malacia, and mixed types of dwarfism and infantil- 
ism may be attributed to endocrine disturbances. 
The cause of fibrocystic disease, leontiasis, osteitis 
deformans, and arachnodactylia is unknown. 

The article is supplemented by roentgenograms 
of many of the deformities described. 

W. P. Biount, M.D. 


Stoloff, E. G.: Bone Cavities—A Roentgenological 
Study. Am. J. Roentgenol., 1927, xviii, 26. 


According to their etiology, bone cavities may be 
divided into two main groups: (1) hemorrhagic, 
represented by expansive hemorrhagic bone cysts, 
and (2) infectious, represented chiefly by osteomye- 
litis and tuberculosis. 

The strict anatomical and pathological definition 
of bone cyst does not meet clinical requirements, 
and there is no uniformity of opinion regarding the 
etiology of cystic disease. The author reviews the 
literature on the pathogenesis, etiology, and nature of 
bone cysts. He accepts the classification of Pommer 
and Looser because it is based upon physiology as 
well as pathology. 

With regard to solitary cysts and the osteitis 
fibrosa of Recklinghausen there is considerable 
difference of opinion. Stoloff accepts the theory of 
Pommer and Looser that the osteitis fibrosa of 
Recklinghausen is not a disease entity but a syn- 
drome expressive of trauma and perhaps of an in- 
feriority of the vascular system. In normal bone 
this syndrome is localized (a solitary cyst), and in 
diseased bone (osteomalacia, osteoporosis, osteitis 
deformans Paget) it is generalized. The author 
refers to it as expansive hemorrhagic cysts (brown 
tumors). 

In the solitary or localized form the roentgeno- 
logical appearance suggests a soap bubble. The 
multiple or generalized form has a honeycomb or 
sponge-like appearance. The cortex may be ex- 
panded to a spindle or ball form and is uniformly 
thinned. In the solitary form the epiphysis and 
periosteum are not involved, but in the multiple 
form these may be invaded. In the juvenile skeleton 
both usually occur in the diaphyseal end of the long 
bones. 

Tuberculous cavities are characterized by smooth 
borders, lack of shadow-creating contents, and inva- 
sion of the epiphysis. Syphilis is characterized by 
ossifying periosteitis, and osteomyelitis by a dense 
zone of ossification around the cavity. Central 
tumors usually show a definite sclerosis of the mar- 
ginal zone and an arching of the bone surface with 
the formation of septa. 
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Cystic disease of bone comes under observation 
as a result of trauma. In youth, it is the most com- 
mon cause of pathological fractures. It becomes 
painful only when fracture or laceration of the 
periosteum occurs. In the multiple form, symptoms 
of the underlying disease (malacia, porosis) are also 
noted. Cuartes H. Heacock, M.D. 


Cone, S. M.: Bone in Hodgkin’s Disease. J. Bone & 
Joint Surg., 1927, ix, 458. 

The evidences of Hodgkin’s disease in the bones 
as in the spleen, liver, and other organs are incon- 
stant. The principal change is a progressive tissue 
formation. This is usually fibrous, but in one of the 
cases studied by the author new bone was formed. 
Coagulation necrosis, simple cedema, and the pres- 
ence of polymorphonuclear leucocytes indicate a 
more intense poisoning. Greater involvement of the 
reticulo-endothelial system and the presence of 
Dorothy Reed giant cells are specifically character- 
istic of Hodgkin’s disease. Eosinophile cells are 
present in large numbers. 

EtveN J. BerKHEISER, M.D. 


Schuerer-Waldheim, F.: Acute, Rapidly Fatal 
Osteomyelitis (Ueber akute, rasch zum Tod fueh- 
rende Osteomyelitis). Arch. f. klin. Chir., 1927, 
cxliv, 65. 

Osteomyelitis is to be regarded as a secondary 
disease. The portals of entry are furuncles, panaritia, 
or the mucosa of the gastro-intestinal tract: There 
are various forms of the condition: the ordinary 
purulent type, the sclerotic non-purulent type, non- 
purulent osteitis albuminosa, and the hemorrhagic 
septic type which runs a rapidly fatal course. The 
author reports six cases of the last type in children 
between 2 and 14 years of age in which the condition 
was complicated by toxic exanthemata, purulent 
arthritis, thrombosis of large vessels, and numerous 
pulmonary metastases. All of the patients died 
within seventy-two hours. 

Early diagnosis and early operation are the only 
life-saving measures known. The operation must be 
performed with minimal concussion of the bone. . 

Riess (Z). 


Hendry, A. W., and Fowler, A.: Hypertrophic 
Osteo-Arthritis of the Cervical Spine. Lancet, 
1927, CCxli, 1181. 

The author reports the case of a man 21 years of 
age who sought treatment in the out-clinic of the 
Aberdeen Royal Infirmary for weakness of the right 
hand which he had noted for five years. Two years 
ago he first realized that the right hand was smaller 
than the left. At no time had there been pain in the 
hand. At the age of 5 years the patient had had 
measles complicated by otitis media, and the latter 
condition had become chronic. 

At examination, all of the joints of the upper 
extremities moved freely, but definite weakness and 
wasting of the intrinsic muscles of the right hand and 
of the flexors and extensors of the right wrist and 
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the fingers of the right hand were apparent. The 
muscles of the right upper arm were somewhat weaker 
than those of the left upper arm. Along the ulnar 
border of the right forearm sensation was defective 
for wool and pin prick. Movement of the neck was 
restricted in all directions. On the right side of the 
neck there was a noticeable protuberance which felt 
hard and bony. 

Roentgenograms showed massive enlargement of 
the lower cervical spine. In the anteroposterior view 
there were two lateral curves, the upper one of 
which was concave to the right and the lower one 
concave to the left. The lateral view showed an in- 
creased forward bending about the middle of the 
cervical spine. Some of the intervertebral disks had 
apparently disappeared. The bodies, lamina, and 
spinous processes of the lower cervical vertebre 
exhibited a marked increase in density with apparent 
narrowing of the intervertebral foramina. ‘Those in 
the lower part of the cervical spine could not be 
made out. Roentgenograms of the dorsal and lum- 
bar spines showed no osteo-arthritis. 

H. Earte Conwe.t, M.D. 


Rugh, J. T.: Complications of Surgical Tubercu- 
losis, Especially of the Spinal Type. Allantic 
M.J., 1927, xxx, 568. 


Rugh reviews the treatment of surgical tubercu- 
losis in which complications have developed after 
treatment in general practice and in institutions for 
periods ranging from one to twelve years. He be- 
lieves that in cases of cold abscess interference is 
indicated only when the abscess is increasing rapidly 
in size, when it is pointing and threatening to break, 
and when it is interfering with the general health. 
The only treatment of such abscesses is aspiration. 
They should not be incised, drained, or washed out. 

The material in tuberculous abscesses is infected 
only by the tubercle bacillus. These bacilli are 
seldom found in the pus, but when thepus is in- 
jected into guinea pigs it produces typical tubercu- 
losis and no other infection. In cases of open 
sinus, however, mixed infection cannot be prevented. 

All that is necessary in the treatment of a cold 
abscess is relief of the tension to prevent rupture. 
As soon as a tubérculous abscess is opened and drain- 
age is begun, mixed infection is almost certain to 
occur. 

Under proper treatment with rest, absolute fixa- 
tion, nourishing food, exposure to the sunlight, and 
the administration of fats, surgical tuberculosis is 
one of the most curable of conditions. 

When treatment with rest and absolute fixation 
is given, paralysis developing in spinal cases prac- 
tically always disappears after the first attack. 
Functional as well as physiological rest of the parts 
is essential. Some orthopedists claim that weight 
bearing may be allowed because the weight is thrown 
on other parts, but Rugh states that he has seen 
many cases in which weight bearing after fixation 
was followed by abscess formation and the breaking 
down of tissue. Surgical fixation by bone graft or 


osteoplastic operation is of great value in these cases. 
H. Earte Conwe M.D. 


Albee, F. H.: Spondylolisthesis. Bone & Joint Surg., 
1927, ix, 427. 

Albee reviews the literature on spondylolisthesis 
and discusses the pathology, etiology, types, and 
diagnosis of the condition. He states that it is not 
as uncommon as was formerly believed and occurs 
in males as often as in females. Trauma is the pri- 
mary cause, but there may be predisposing con- 
genital factors. The only satisfactory treatment is 
immobilization of the involved vertebra by means 
of a bone inlay graft. In the eight cases in which 
the author used this method good results were 
obtained. J. BERKuHEISER, M.D. 


Putti, V.: New Conceptions in the Pathogenesis 
of Sciatic Pain. Lancet, 1927, ccxiii, 53. 


Sciatica has been recognized as a clinical entity 
only since it was described by Cotunion toward the 
end of the eighteenth century. It was long known 
as “‘Cotunio’s disease.”” Charcot was one of the first 
to draw attention to its frequent association with 
vertebral deformity, and Brissot first coined the 
term ‘‘sciatic scoliosis” to describe the lateral 
curvature due to sciatica. 

Putti emphasizes the fact that, from the clinical 
standpoint, sciatica is to be considered merely a 
symptom. The terms “essential sciatica’? and 
“idiopathic sciatica ”’ he characterizes as meaningless. 
For the pain due to irritation of the nerve in the 
canal or foramen through which it passes he uses 
the term “nevrodicitis.” 

In the causation of sciatica, not only anomalies of 
the lumbar vertebra such as lack of fusion of the 
spinous processes and an increased lumbosacral 
angle, but also anomalies of the intervertebral 
foramina and articular facets play a part. The ab- 
normal articular facets may be unilateral or bilat- 
eral, may differ in size, and may be on differ- 


-ent planes. To detect such changes, stereoscopic 


roentgenograms are essential. From a study of 
roentgenograms, Putti has come to the conclusion 
that the principal cause of sciatic pain is what he 
calls an “anomaly of the articular tropism,” a 
change in the plane of the articulating facets, an ar- 
thritis or ankylosis of the intervertebral articula- 
tions. 

The chief clinical manifestations of sciatica are 
pain and rigidity of the lumbar spine. The other 
signs and symptoms are important but cannot be 
regarded as pathognomonic. 

For sciatica due to spinal arthritis, Putti recom- 
mends active hyperemia and immobilization. He 
reports that his results with this treatment are good 
in the majority of cases. 

In conclusion he states that sciatic pain is symp- 
tomatic of vertebral arthritis except in those rare 
cases in which it is a symptom of a neuritis of specific 
nature. Sciatica is a neuralgia caused by patholog- 
ical conditions of the intervertebral foramina and 
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articulations. For the terms “rheumatic sciatica” 
and “idiopathic sciatica” the more accurate terms 


“vertebral sciatica”? should 
C. Cotonna, M.D. 


“‘arthritica sciatica” or 
be substituted. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Henry A. K.: An Operation for Slinging a Dropped 
Shoulder. Brit. J. Surg., 1927, xv, 95. 


Henry reports a case of postoperative paralysis 
of the left sternocleidomastoid and trapezius muscles 
in which the shoulder drop was relieved by slinging 
the vertebral border of the scapula to the spines of 
the sixth cervical and third thoracic vertebra by 
means of strips of fascia lata. After fixation of the 
arm in full abduction for four weeks, the patient 
was able to abduct completely with the aid of the 
serratus anterior. W. P. Biount, M.D. 


Mayer, L.: Transplantation of the Trapezius for 
Paralysis of the Abductors of the Arm. J. 
Bone & Joint Surg., 1927, ix, 412. 


Many attempts have been made to correct pa- 
ralysis of the shoulder. Hilderbrand shifted the 
clavicular portion of the pectoralis major over to 
the acromion by twisting the muscle so that its deep 
surface became superficial. Lange attempted to re- 
place the deltoid by threading the trapezius with 
numerous strands of silk and attaching them to the 
humerus at the deltoid insertion. Lewis sewed the 
trapezius to the paralyzed deltoid. Spitzy combined 
the transplantation of the trapezius and the pec- 
toralis major. Stoffel and Spitzy attempted various 
types of nerve implantation for regeneration of the 
paralyzed circumflex nerve. 

Despite these numerous attempts, only one 
operation for paralysis of the abductors has been 
accepted as a standard procedure—arthrodesis of 
the shoulder. This operation, however, gives only 
one-half the normal range of motion at the shoulder 
and a result which is far from esthetic. The pro- 
cedure described by Mayer in this article consists in 
detaching the trapezius from its bony insertion, 
lengthening it by an artificial tendon of fascia lata, 
and suturing this tendon to the humerus near the 
deltoid insertion. ‘To secure a satisfactory result, 
the trapezius, the serratus magnus, and either the 
pectoralis major or the coracobrachialis or the 
biceps must be active. 

The bony attachment of the trapezius is outlined 
by the skin incision, the skin dissected up, and the 
muscle cut free from its insertion. A second incision 
2 in. long is then made in the region of the insertion 
of the deltoid and the fibers of the deltoid are slit 
for exposure of the bone. A bone flap '% in. long 
and % in. wide is removed from the carton of the 
humerus. Half an inch lower, a drill hole is made to 
facilitate the anchoring of the artificial tendon. A 
portion of the acromion just posterior to the acromio- 
clavicular juncture is removed to permit the passage 
of a forceps between the acromion and the shoulder 
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joint, downward beneath the fibers of the deltoid 
and out at its insertion. A second pair of forceps is 
left in place to be used later in pulling down the 
fascial tendon. 

An assistant prepares from the fascia lata a graft 
6 in. long and 3 in. wide with one end tapering. The 
inner surface of the fascia is roughened to make it 
adhere to the fibers of the trapezius muscle. The 
tascial transplant is attached to the trapezius muscle 
with interrupted sutures as far up as possible. A 
No. 3 chromic stitch is passed in a crisscross direction 
three or four times through the tendon and brought 
down to the deltoid insertion. The arm is abducted 
to 150 degrees and the tendon firmly fastened to the 
bone. The retracted periosteal margins are then 
brought together to cover the tendon, the skin in- 
cisions are closed, and the arm is fixed in abduction 
by a plaster cast. 

At the end of three weeks the arm is taken out of 
the cast and exercises are begun. During the exer- 
cises the arm must not be brought lower than 90 
degrees. After six weeks very gentle massage and 
manipulation are begun to improve the range of 
motion. 

To date, six cases have been operated upon in the 
manner described. In one, the procedure was a 
complete failure because the tendon tore away from 
the humerus. In another, the result was poor, 
probably because the child was removed from the 
hospital too soon and the after-treatment was im- 
properly carried out. In the four other cases, how- 
ever, the results were gratifying. 

The operation described gives a more complete 
range of abduction and a better xsthetic result than 
arthrodesis but has the disadvantage of requiring at 
least three months of postoperative exercise. 

Norman C. Buttock, M.D. 


FRACTURES AND DISLOCATIONS 


Johnson, R. W., Jr.: AStudy of the Healing Proc- 
esses in Injuries to the Carpal Scaphoid. /. 
Bone & Joint Surg., 1927, ix, 482. 


In fractures of the carpal scaphoid the fragments 
have a sufficient blood supply. There is no periosteal 
callus. The cartilaginous surface ‘heats by fibrous 
tissue formation. The medullary response is more 
active in the long bone than in the cancellous bone of 
the scaphoid. No evidence of a lytic effect of the 
joint fluid on bone repair is apparent. 

ELVEN J. BERKHEISER, M.D. 


Barbilian, N.: Fracture of the Tibial Tuberosities 
(Fractures du plateau tibial). J. de chir., 1926, 
XXviii, 663. 

Articular fractures of the upper end of the tibia 
are relatively infrequent. They occur most com- 
monly after the fortieth year of age, when the resist- 
ance of the bones begins to decrease. 

These fractures may be produced by direct or in- 
direct force. Direct traumatism such as the kick of 
a horse and crushing under a vehicle account for a 
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certain number. Indirect force may produce them 
by compression or traction, “arrachement.” In 
landing on the feet in a fall, the weight of the body 
is transmitted from the condyles of the femur to the 
upper end of the tibia and the latter, having less 
resistance, is fractured. The internal tuberosity is 
usually the one fractured as it is nearer the axis of 
gravity of the body. Fractures by arrachement alone 
are rare unless the bones are pathological. To pro- 
duce them experimentally, direct violence must be 
added to the action of the ligaments. 

The direction of the line of fracture is determined 
in general by the disposition of the trabecula com- 
posing the spongy bone. When the entire tuberosity 
is detached, the line of fracture usually begins near 
the tibial spine and runs downward and outward or 
inward to the level of the upper tibiofibular articula- 
tion. Partial fractures also occur. These consist 
simply of a fissure extending from the joint surface 
and disappearing in the diaphysis. Associated frac- 
tures of the fibula are relatively rare. 

The displacement of the fragments always occurs 
downward and outward in relation to the axis of the 
bone. Because of the fibrous investment of the 
epiphysis, the displacement is usually not great. 
Posterior subluxation occurs frequently and is asso- 
ciated with fracture of the internal tuberosity. 

The symptoms include an early and often very 
extensive hamarthrosis and marked infiltration of 
the soft parts. The ecchymosis is most marked in 
the popliteal region. When an ecchymosis here is 
associated with hamarthrosis, a fracture should 
always be suspected. The leg is usually in an atti- 


tude of semiflexion. More important, but less 
frequent, is the varum or valgum deformity. A con- 
stant sign is widening of the upper end of the tibia. 

The prognosis is always grave. If complete 
recovery of function of the joint occurs, this result 
is obtained only after from eighteen months to two 
years. 

The treatment of these fractures is either ortho- 
pedic or surgical. Orthopedic treatment consists in 
early and, if necessary, repeated evacuation of the 
hemarthrosis, reduction of the fracture, immobiliza- 
tion in a posterior splint for a month, and massage 
even during the period of immobilization. The punc- 
ture of the joint should be made with a knife in 
order to assure the evacuation of all clots. 

Surgical treatment consists in reduction ot the 
fracture by an appropriate arthrotomy and fixation 
of the fragments by nails, screws, or bands. ‘The 
extremity should be immobilized for only a short 
— and massage and movement should be begun 
early. 

In the author’s opinion, orthopedic treatment is 
the treatment of choice. Open reduction often gives 
more brilliant immediate results, but not uncom- 
monly is followed by late accidents. In about a 
fourth of the cases so treated the material used for 
fixation is not tolerated and in the event of an in- 
fection the result is disastrous. Moreover, exostoses 
or rarefactions often interfere with function. When 
orthopedic treatment is given, the anatomical 
result is often imperfect, but the eventual functional 
result is usually excellent. 

ALBert F. De Groat, M.D, 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Perman, E.: On Circulatory Conditions in Arterial 
Embolism of the Lower Extremities. Acta 
chirurg. Scand., 1927, |xi, 443. 


An embolus in a given situation does not always 
cause the same distribution of symptoms. The 
variations are accounted for by differences in the 
development of the collateral circulation. This is 
true particularly where there is no secondary 
thrombosis. 

On the proximal part of the thigh there are im- 
portant communications between the internal iliac 
and the deep femoral arteries, and on the distal part 
there are connections between the latter arterial 
system and the superficial femoral group of arteries. 
In obstruction of the popliteal artery there are 
possibilities for collateral circulation in the arterial 
system of the knee joint and in that of the calf 
muscles on account of the anastomotic branches 
existing between the sural arteries and branches 
from the posterior tibial artery. All of these anasto- 
motic communications and their great importance 
for collateral circulation are easily demonstrated 
with the X-ray. Anatomical studies have shown that 
in the adult they are easily visible macroscopically 
and sometimes of great size. 

The author reports two cases which were operated 
upon. In one, that of a woman with an embolus at 
the bifurcation of the aorta in the eighth month of 
pregnancy, an attempt to re-establish the circulation 
was unsuccessful. In the other, in which the embolus 
was situated at the division of the femoral artery, 
the circulation was re-established. 


Lemierre, A., and Duruy, A.: Embolic Oblitera- 
tion of the Right Common Iliac Artery Without 
Gangrene of the Limb (Oblitération embolique de 
Vartére iliaque primitive droite sans gangréne du 
membre correspondante). Bull. et mém. Soc. méd. 
d. hép. de Par., 1927, xliii, 385. 

A man 38 years of age who had had acute articular 
rheumatism at the age of 25 years and well-treated 
syphilis one year ago, developed a streptococcus 
mitral endocarditis. The right lower leg suddenly 
became engorged and thereafter felt dead. The 
arterial pulse of the limb, which previously was 
normal, completely disappeared, but the circulation 
was not entirely interrupted as the leg and foot 
remained warm and their external appearance 
remained unchanged. The Pachon sphygmomanom- 
eter showed minimal oscillations beginning at 9 
for the uppér third of the thigh and beginning at 6 
for the lower third. In tests on the lower leg there 
were no oscillations. 

Eight days after the development of the dis- 


turbance in the leg the patient died. During the 
eight days, gangrene never threatened and the limb 
retained the same warmth and appearance as the 
opposite limb. 

Autopsy revealed enlargement of the heart, in- 
creased pericardial fluid, mitral valve vegetations, 
bilateral generalized and recent pleural adhesions, 
pulmonary oedema, enlargement and soft degenera- 
tion of the liver, and large and small infarcts of the 
spleen. The right common iliac artery was com- 
pletely obliterated by a black thrombus 5 cm. long. 
The thrombus was very firm and intimately ad- 
herent to the walls of the artery and extended from 
the origin of the common iliac to the bifurcation, 
penetrating about 1 cm. from the origin of the 
external iliac and hypogastric arteries. 

The circulation of the right leg could not have 
been assured by the hypogastric artery branches. 
In the authors’ opinion, the blood supply was main- 
tained by anastomoses between the internal mam- 
mary and lumbar arteries. with the epigastric and 
circumflex iliac from the external iliac and the 
subcutaneous abdominal from the femoral. These 
anastomoses were very slender. The complete 
absence of the arterial pulse and the weakness of 
the Pachon oscillations indicated a very small 
blood supply to the leg. The circulation was suffi- 
cient to prevent necrosis and a change of color in the 
leg probably because the patient was confined to 
bed and during the last days of life was in a stupor. 

WALTER C. Burket, M.D. 


Picard and Moure, P.: Popliteal Arteriovenous An- 
eurisms Treated by Resection of the Vein and 
Lateral Suture of the Artery (Anévrisme artério- 
veineux poplité traité par résection de la veine et su- 
ture latérale de l’artére). Bull. et mém. Soc. nat. de 
chir., 1927, liii, 463. 

Moure, P.: A Note on the Pathological Anatomy 
of Arteriovenous Aneurisms (Note sur |’anatomie 
pathologique des anévrismes artério-veineux). Bull. 
et mém. Soc. nat. de chir., 1927, liii, 468. 


Movnrr reports a case of popliteal arteriovenous 
aneurism in which Picarp resected the vein and 
sutured the opening in the artery. He calls atten- 
tion to the fact that in arteriovenous aneurisms of 
the extremities the best results are usually obtained 
by surgical treatment. The favorable outcome is 
due to the lapse of time between the primary injury 
and the operation which allows the development of 
a collateral circulation and reduces the likelihood of 
residual infection from the foreign body. Grégoire 
advocated a lapse of two or three months before 
operation is undertaken. Attention is called to the 
fact that operation on arterial aneurisms is often 
accompanied by the mobilization of clots which 
act as emboli and frequently produce gangrene. In 
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arteriovenous aneurisms the absence of clots tends 
to eliminate this accident. 

Two methods of treatment presented themselves 
to Picard: (1) quadruple ligation of the vessels with 
extirpation of the sac, and (2) restoration of con- 
tinuity of the artery. The latter was chosen. 

The author emphasizes that while this is the ideal 
operation, the danger of secondary hemorrhage 
with consequent loss of life is more to be feared than 
the gangrene which follows quadruple ligation. 

A most important element in the operation is 
complete hemostasis in the operative field. The 
author suggests the use of an Esmarch bandage from 
the periphery to the aneurism and the application 
of a tourniquet just proximal to the aneurism. 

In 1856 Broca classified aneurisms according to 
their external morphology. Moure suggests a new 
classification based upon their pathological structure 
as seen following their opening at the time of opera- 
tion. Four types are distinguished, each suggesting 
a different procedure in the repair. . ; 


1. A small communicating channel between the 
artery and vein caused by a small object. In such 
cases simple ligation of the fistula will restore the 
continuity of the vein and artery. 

2. A small opening in the artery and a large 
tear in the vein which produce a sac at the expense 
of the vein and are caused usually by a large object. 
For such lesions, obliterative aneurismorrhaphy with 
establishment of the continuity of the artery may 
be done. 

3. A large hole in both the vein and the artery 
with interruption of the artery for a short distance 
and the formation of a sac with two openings for 
the artery and two for the vein. Obliterative aneu- 
rismorrhaphy is advised for such cases. 

4. An aneurism at the site of an arterial bifurca- 
tion, with two or three arterial openings into the 
sac. The treatment depends upon the conditions 
present which are determined after the sac is opened. 
Matas’ reconstructive or obliterative aneurismor- 
rhaphy may be done. R. W. McNeaty, M.D. 


n 
e 
l- 
l- 
d 
fe 
of 
- 
1e 
tO 
r. 
io 
id 
u- 
de 
ay 
Ul. 
us 
nd 
n- 
of 
ed 
is 
ry 
of 
of 
ire 
re 
he 
en 
ch 
In 


SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Gabriel, W. B.: Skin Grafts for Fistulz. Proc. 
Roy. Soc. Med., Lond., 1927, xx, 1278. 

Gabriel reports a case in which there was evidence 
of spontaneous skin grafting on a large open wound 
twelve days after a fistula was opened. In his next 
two cases he attempted skin grafting. In his second 
case the effort was successful. The patient had a 
large perianal abscess. When this was opened four 
Thiersch grafts were applied to the raw surface. 
The grafts were left exposed to the air and kept 
moist by dropping saline solution upon them every 
few hours. Three of the grafts took well. The 
wound was completely healed twenty-two days 
after the skin grafting. Gabriel concludes that in 
selected cases of fistule with flat, granulating sur- 
faces Thiersch grafting is a good method of accel- 
erating healing. Artuur L. SHrerrter, M.D. 


Coffey, R. C.: Application of the Principle of 
the Quarantine in Abdominal Surgery. Ann. 
Surg., 1927, \xxxv, 808. 

Coffey, citing Yates’ work on the local effects of 
peritoneal drainage, states that drainage produces 
a flow of serum which, in quantity, is all out of 
proportion to the fluid in the cavity to be drained 
but in exact proportion to the amount of drainage 
material that is inserted, a fact indicating that the 
serum is poured out as a result of the irritation pro- 
duced by the drains. Capillary drainage is usually 
established by means of gauze. Gauze will not 
efficiently drain pus or blood from a closed abscess 
cavity, but will drain such material from the free 
peritoneal cavity. It will drain even coagulated 
blood or thick pus because they are liquefied by the 
excessive flow of serum. 

Experimentally it has been found that ten gauze 


wicks will drain exactly ten times as fast as one. 


gauze wick. Therefore, if a drain is to be used in 
the peritoneal cavity, it must be of sufficient quan- 
tity and of proper quality to deliver to the surface 
within a few hours the substance to be drained as 
well as the excess serum. If gauze is used for the 
drain, it must be considerable in quantity and the 
diameter of the drain must be as great where it 
emerges through the abdominal wall as at any point 
within the abdominal cavity. Moreover, it must 
be surrounded by a smooth, impervious substance 
such as rubber tissue. 

For isolation and the application of the quaran- 
tine as a fundamental principle, the drain must be 
smooth on the side of the peritoneal cavity and 
inoffensive to the abdominal organ coming into 
contact with it. It must remain accurately in 


place and provide ample drainage of the infected or 
injured segment. In addition, it must be so con- 
structed that it may be removed with minimal 
trauma. 

These requirements are met by using an outside 
rubber tissue covering, arranging gauze wicks 
around the affected area, leading the gauze to the 
surface, and arranging the wicks so that they may 
be pulled, one at a time, without disturbing the 
defensive wall that has been formed around the 
quarantine. 

The wicks used by the author are made from 
strips of gauze 5 or 6 in. wide, cut across a 36-in. 
bolt of gauze. All of the cut edges are turned in 
and ironed out, and the wicks are twisted. Twelve 
wicks are spread out in a fan to surround the area 
to be quarantined, and rubber tissue is wrapped 
around them. Coffey uses his quarantine for the 
following indications: 

1. Infection of the uterus and tubes such as 
follows miscarriages, criminal abortion, gonorrhoea, 
infection, etc. Frequently conservation of the pel- 
vic organs results. 

2. Sepsis or gangrene of the gall bladder such as 
is apt to occur in feeble or old persons. 

3. Retrocecal or subcecal abscess in cases of 
appendicitis. 

4. Common bile duct surgery in which the bile 
ducts are infected. 

5. Lesions of the pancreas, such as abscess. 

6. Necrosis of the bowel when the patient’s condi- 
tion will not permit a radical operation. 

7. Extensive pelvic conditions in which large 
areas of peritoneum have been removed at operation. 

8. The prevention of intraperitoneal adhesions. 

The wicks of the quarantine are removed under 
ptimary light nitrous oxide anwsthesia after six or 
seven days. The rubber tissue is removed without 
anesthesia fourteen days after the operation, noth- 
ing then being inserted. Joun H. Gartock, M.D. 


Anderson, C. M.: The Use of Glucose and Insulin 
in the Prevention of Surgical Shock. California 
& West. Med., 1927, xxvii, 56. 


Shock may produce grave exhaustion or be mani- 
fested only by an increase in the pulse rate, a fall in 
the blood pressure, and the presence of acidosis. The 
form of acidosis occurring in surgical and anaesthetic 
shock is a ketosis brought about by the incomplete 
or faulty metabolism of fatty acids such as occurs in 
starvation and diabetes. 

Whether an intracellular acidosis is established in 
the brain cells as the result of excessive functional 
activity forming acid by-products faster than they 
can be eliminated, as is the case in excessive exertion, 
physical injury, emotion, electrical stimulation, and 
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stimulation by adrenalin; whether the intracellular 
acidosis is caused by a lack of oxygen as in asphyxia, 
gas poisoning, circulatory disturbances, and severe 
haemorrhage; whether it is caused by the intravenous 
injection of acids; or whether it is due to a disturb- 
ance of the physiological equilibrium of the cell by 
adrenalectomy or excision of the liver, the ultimate 
result and the fundamental factors which accomplish 
restoration are the same. 

Shock is the result of an interference with the 
mechanism of the transformation of energy. As 
extremely diverse factors are synergistic in its pro- 
duction, the cases may be divided into two groups, 
one in which an excessive energy transformation 
leads to intracellular acidosis, and the other in which 
there is interference with internal respiration without 
excessive transformation of energy. 

Best, Smith, and Scott found that the blood of an 
etherized dog contains 0.29 units of insulin per 100 
c.cm., whereas a normal dog’s blood contains 2.93 
units per 100 c.cm. Schultze found acetonuria in 
67 per cent of cases after general anzsthesia, in 85 
per cent after local anesthesia, and in 4o per cent 
after spinal anesthesia. Minnitt states that there 
is a definite relationship between the hyperglycaemia 
and the toxic symptoms associated with ether 
anesthesia and suggests that the treatment should 
follow the line found so successful in cases of diabetes. 

The author concludes that surgical shock is a 
suboxidation due principally to the insufficient elab- 
oration of insulin in the tissues with a resultant 
acidosis, probably intracellular, as suggested by 
Crile. On this basis a pre-operative preparation 
similar to that of Thalhimer has been worked out. 

In the author’s usual procedure, the patient is 
given 60 gm. of glucose in a glass of lemonade and 
20 units of insulin by hypodermic injection the day 
before the operation. The insulin is given the day 
before the operation in order that the reaction will 
not come on unrecognized and in order that the 
antagonistic action of atropine which is administered 
pre-operatively may be avoided. Patients prepared 
in this manner withstand long and difficult surgical 
procedures with very little postoperative reaction. 

Georce A. M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 
Cox, W. C.: First-Aid Treatment in Cases of Poi- 
soning Due to Rattlesnake Bites. Mil. Surgeon, 
1927, Ixi, 53. 

In rattlesnake bites the fangs penetrate the 
tissues and the venom is injected usually into the 
subcutaneous tissue, but sometimes also into the 
muscle or the blood stream. When it is injected 
into the subcutaneous tissue it causes an outpouring 
of lymph, the pericellular lymph spaces become 
engorged, and the venom is diluted and absorbed by 
the lymphatics and carried to the general circula- 
tion. When it is injected directly into the blood 
stream, death usually results in a few minutes. 

The local signs and symptoms of rattlesnake bite 


are: (1) fang punctures, usually two of them from 
38 to 1 in. apart, that look like large hypodermic 
needle punctures and bleed out of all proportion to 
their size; (2) pain occurring immediately and be- 
coming intense; (3) swelling, which begins immedi- 
ately, is very tender and brawny, and extends and 
increases rapidly; and (4) discoloration due to the 
action of the venom on the blood and tissues. 

The constitutional symptoms vary with the 
amount of venom injected. ‘Two drops is considered 
a minimal lethal dose for man. A snake can inject 
as much as fiity drops. The average amount is 10 
drops. The constitutional symptoms appear early. 
They include nervousness, cold sweats, and a rapid, 
weak, and thready pulse. ‘The respiration is rapid, 
and the temperature may rise to 104 or 105 degrees 
F. Neurotoxic symptoms—nausea, vomiting, diar- 
rhoea, and collapse—may appear. 

In the first-aid treatment, a tourniquet should be 
applied to cause venom stasis, but not tightly enough 
to shut off the pulse. Every twenty minutes 
the pressure should be lessened for from fifteen to 
twenty seconds, and after the first-aid treatment it 
should be discontinued. The primary incision 
should be a crucial incision made over the fang 
punctures and as deep as the punctures penetrate. 
Suction should be applied to this incision to wash 
out the wound with blood. This takes from ten to 
fifteen minutes. The mouth may be used. After 
the first suction, a series of small crucial incisions 
just into the subcutaneous tissue should be made 
above and below the bite and suction applied for 
thirty minutes. By washing of the wound with blood, 
the venom is removed and the pain lessened. 

Extreme hemorrhage is not desirable as the 
venom destroys the blood; the only object of induc- 
ing hemorrhage is to wash out the lymphatics. A 
tourniquet should be applied during the suction. 
When the bite is on an extremity, the swelling can be 
used as a guide to the extent of the incisions. If the 
swelling advances, more incisions should be made 
as it is at the edges that the venom is absorbed. 
After the suction has been continued for thirty 
minutes a rest period of thirty minutes should be 
given. The suction should then be re-applied for 
another half hour. The fluid obtained at this time 
will be of a different character, being made up of 
hemolyzed blood, lymph, and diluted venom. 

Following the second suction period, a _ hot 
saturated magnesium sulphate dressing should be 
applied and kept hot. If constitutional symptoms 
develop, the use of serum is indicated. 

Suction should be repeated every hour while the 
incisions are draining or swelling persists. 

The use of morphine is contra-indicated. 

James B. Brown, M.D. 


Lee, W. E., and Downs, T. McK.: The Surgical 
Treatment of Carbuncles. South. M.& S., 1927, 
Ixxxix, 425. 

Carbuncles differ from other forms of suppuration 
of the subcutaneous tissues in the anatomical and 
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mechanical factors present in the regions in which 
they occur, namely, a thick, tough, true skin 
connected with the underlying dense fascia by 
strong, vertical, fibrous septa. These factors not 
only delay the breaking of the original focus through 
the skin, but force it to extend laterally and become 
pocketed in the honeycomb-like area. 

The treatment consists in the relief of tension 
and the removal of dead tissue. As the carbuncle 
resembles a honeycomb, the incision to relieve 
tension must be made at right angles to the cells. 
In the method used at the Pennsylvania Hospital 
the involved area is divided into four sections by a 
crucial incision extending well beyond the indurated 
area in all directions. Each flap is then undercut 
with a sharp knife parallel with the skin and about 
midway between the skin and the deep fascia. 
These incisions also extend beyond the periphery 
of the indurated area. Gauze soaked in some 
germicide is packed under each flap and removed 
after from twenty-four to forty-eight hours. The 
dead tissue sloughs within six or seven days at the 
most, and the flaps are then allowed to fall into 
the wound to be held by adhesive straps or second- 
ary sutures. 

Other methods are not reliable. The crucial in- 
cision alone is not sufficient. Complete excision is 
more radical than is necessary, involves a greater 
loss of time, and causes more extensive scarring and 
deformity. Georce A, M.D. 


Colebrook, L., and Hare, R.: The Bactericidal 
Action of Mercurochrome. Brit. J. Exper. Path., 
1927, Vill, 109. 

In view of the discrepancy between the results of 
Young and of Walker, the following experiments 
to determine the bactericidal action of mercuro- 
chrome were carried out by Colebrook and Hare. 

Experiment 1. Graduated dilutions of mercuro- 
chrome in distilled water were made, and of these, 
in each case, one part was added to nine parts of 
defibrinated human blood. After one hour at 
room temperature the bloods were centrifugalized 
and the sera pipetted off. The bactericidal power 
of these sera was then determined, a staphylococcus 
and haemolytic streptococcus being used as the 
test organisms. The test was carried out by in- 
cubating in capillary pipettes 25-c.mm. volumes of 
each serum with 5 c.mm. volumes of a series of 
dilutions of the microbic culture, and then explant- 
—- infected sera into melted agar in a Petri 
dish. 

Experiment 2. Samples of defibrinated human 
blood were mixed with mercurochrome as in Ex- 
periment 1. Each sample was then infected with 
staphylococci and its power to kill these microbes 
determined by “inculturing” in “slide-cells” as 
described ky Wright, Colebrook, and Storer (1923). 

Experiment 3. Samples of blood were drawn from 
a rabbit before and at intervals after an intravenous 
injection of mercurochrome (5 mgm. per kilo). 
After separation of the serum from each of these 


samples a bactericidal test was carried out as in 
Experiment 1 by the explantation method. 

Experiment 4. Blood was drawn from a rabbit 
before an intravenous injection of mercurochrome 
(5 mgm. per kilo). Half an hour later a second 
specimen of blood was taken, the rabbit killed, and 
bile immediately collected from the gall bladder. 
A control specimen of bile was collected from a 
second (untreated) rabbit. Serum obtained from 
the two samples of blood and also the bile specimens 
from the normal and the treated animals were then 
tested with respect to their power to kill bacillus 
typhosus. The reservoir-pipette technique intro- 
duced by Wright for this purpose was employed 
(Wright and Colebrook, 1921). 

The results were as follows: 

1. Serum derived from human blood treated 
with mercurochrome (1 in 40,000 to 1 in 10,000) 
had no bactericidal power for staphylococcus or 
hemolytic streptococcus. 

2. Human blood (defibrinated) which had re- 
ceived an addition of 1t in 10,000 of mercurochrome 
had considerably less power to kill staphylococci 
than the same blood without mercurochrome. 

3. Bile derived from a rabbit which had been 
given a maximal dose (5 mgm. per kilo) of mercuro- 
chrome possessed no bactericidal power for bacil- 
lus typhosus. The normal bactericidal power for 
bacillus typhosus possessed by the serum of this 
— was not increased by the injection of the 

rug. 

These results suggest that no direct bactericidal] 
effect either in the blood stream or the bile is likely 
to follow the administration of mercurochrome. 
They therefore afford no support to the recommen- 
dation that the drug should be employed in septi- 
cemia and for the treatment of typhoid carriers. 
It may be objected, however, that the clinical 
records of many cases already published furnish a 
certain amount of evidence that the use of the drug 
has in some manner contributed to the recovery of 
patients suffering from severe septic infections. The 
authors do not attempt to discuss these clinical 
records critically, but put forward tentatively a 
possible explanation of them. 

The records make it clear that the injection of this 
drug in man is very frequently followed by formi- 
dable constitutional disturbances, as shown by the 
occurrence of hematuria, violent purging, rigors, 
and stomatitis. This being the case, it seems to the 
authors possible that the remarkable clinical 
improvement which is.said to have occurred in 
some of the septicemic cases within a few hours 
after the injection of the drug may have been 
brought about, not by a direct effect upon the 
microbic infection, but by an auto-immunization 
process initiated by the severe constitutional dis- 
turbance. It is well known that such profound 
disturbances—for example those manifested by 
collapse and the occurrence of rigors in “protein 
shock’”’—may exert a favorable effect upon the 
course of bacterial infections; and the authors have 
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evidence (which they are reserving for publication 
elsewhere) that these favorable effects may some- 
times, at any rate, be accompanied by a very 
striking auto-immunization, as shown by greatly 
increased bactericidal power of the blood. 

WILu1AM J. Carson, M.D. 


ANESTHESIA 


Eichholtz, F., and Butzengeiger, O.: Rectal Anzs- 
thesia with E 107 (Die Rectalnarkose mit E 107). 
51 Tag. d. deutsch. Ges. f. Chir., Berlin, 1927. 


Eichholtz reported that E 107 or avertin, a rectal 
anesthetic first prepared by Willstaetter, the chem- 
ical name of which is ‘tribromethylalcohol,”’ was 
sent out by the I. G. dye works after careful testing 
to various hospitals and clinics for trial. 

The preparation of the substance, which was 
originally done by Willstaetter by yeast reduc- 
tion of bromal (bromal is _tribromacetaldehyde, 
CBr3CHO) is now done on a larger scale by other 
methods. When an aqueous solution is heated to 70 
degrees C., hydrobromic acid is released and there is 
formed dibromacetaldehyde which is very injurious 
to the gastro-intestinal tract. Therefore the solution 
must be prepared strictly according to the following 
directions: 

Heat in a glass flask to from 35 to 45 degrees C. a 
sufficient quantity of water to make the desired 3 
per cent solution and then add the weighed amount 
of the E 107. After shaking for five minutes, a clear 
solution will be obtained. This must be used within 
twelve hours. 

Since these directions have been followed, com- 
plaints of bowel irritation have become less frequent. 

The substance has been given to mice as often as 
fifty times and to rabbits as often as fifteen times 
without injury. The sensitiveness of the rabbit’s 
bowel was reduced by adding an emolient or Ringer’s 
solution to the anaesthetic. One advantage of the 
anesthetic is the rapid detoxication following its 
use. Return of consciousness occurs without any 
complications. In animals, anzsthesia is obtained 
with doses of from 0.25 to 0.30 gm. per kilogram of 
body weight. Respiration ceases only when the 
fatal dose is given. The fatal dose is more than 0.5 
gm. per kilogram of body weight. In a series of 
experiments it was found that removal of the 
thyroid, trephination of the skull with removal of 
a large part of the temporal lobe, and the production 
of artificial fever caused only a slight increase in the 
time required for detoxication. On the other hand, 
this period is increased in animals by the removal 
of the adrenal glands. 

Butzengeiger reported his clinical experiences 
with the sample of the anesthetic sent him for trial. 
At first a dose of 0.15 gm. per kilogram was used, 
but as this caused a fall in the blood pressure of as 
much as 50 mm. Hg and was followed by marked 
excitation, or drowsiness lasting until evening, the 
dosage was decreased to o.10 gm. per kilogram of 
body weight. 


On the evening before the operation, veronal is 
given and one hour before the operation 0.02 gm. of 
pantopon is given. Twenty minutes before the 
operation the anesthetic solution is injected in a 
dose of 0.1 gm. of E 107 per kilogram of body weight. 
The patient is usually asleep after from five to eight 
minutes. If no change is noted after six minutes, a 
dose of 0.025 gm. per kilogram is given, and if there 
is still no change after a further ten minutes, a third 
dose of 0.025 gm. is given. The maximum dose is 
0.15 gm. per kilogram of body weight. 

The effect produced upon the patient during 
the narcosis is that of a deep sleep. As a rule this 
sleep continues for from one to four hours. The 
return of consciousness occurs gradually without 
vomiting or a toxic feeling. Any excitation can be 
easily overcome with pantopon. If the anasthesia 
is not deep enough, ether is given, but the amount 
used even in long operations never exceeds from 60 
to 100 gm. The use of chloroform is to be strictly 
avoided. Unpleasant after-effects such as intestinal 
irritation have not been noted since the Elberfeld 
directions have been followed. 

The substance has been used for about 300 
anexsthesias, 200 of which were for laparotomies. 
Younger patients require larger doses than older 
patients. In the cases of patients between 60 and 70 
years of age doses of from 0.075 to 0.080 gm. per 
kilogram of body weight have often sufficed. 
Special care must be taken in the cases of patients 
who are dehydrated, anemic, or cachectic and those 
with hepatic disease, as the drug is eliminated 
through the liver. Rectal anwsthesia is contra- 
indicated in inflammatory conditions of the colon 
and in operations about the anus. Butzengeiger 
believes that the method is a great advance provided 
the doses recommended are adhered to and a full 
anesthesia is not forced in every case. 

In the discussion of this report, NORDMANN 
(Berlin) stated that in the last nine months he has 
tried E 107 in 250 cases. He has performed the 
most varied operations with it. More than half of 
them were laparotomies, five were thyroidectomies 
for severe Basedow’s disease, and others were opera- 
tions with an unfavorable prognosis on patients 
ranging in age from 15 to 70 years. Nordmann is 
opposed to a system of dosage by kilograms of body 
weight based on the findings of experiments on 
animals. He bases his dosage on the requirements 
of the particular patient and in every instance takes 
the patient’s constitution into account. He gives 
women a smaller dose than men. In 4o per cent 
of the cases, inhalation was necessary in addition, 
but usually small amounts of ethy! chloride or ether 
were sufficient. Chloroform and mixed anasthetics 
were avoided. Nordmann refrains from giving 
additional doses because of the risk of destroying 
asepsis. In his first cases proctitis and tenesmus 
occurred, but in his last 200 cases in which he gave 
the anesthetic in salep mucilage there were no signs 
of intestinal irritation and no haemorrhagic nephritis 
such as developed in two early cases. The occurrence 
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of marked excitation also ceased. The anesthetic 
must not be administered under high pressure. 
Nordmann described a simple bulb to regulate the 
‘pressure. He thinks it wise to remove any of the 
anwsthetic that is left in the bowel by means of an 
enema. While he emphasizes the pleasantness of the 
sleep and the awakening, he sees a disadvantage in 
the long sleep following the operation as it requires 
a long period of observation. 

SAUERBRUCH (Munich) stated that at first he re- 
frained from using the anwsthetic because the find- 
ings of experiments on animals did not seem to him 
conclusive, but after hearing favorable reports from 
various Clinics he began to try it out. He has since 
abandoned it as he had unfavorable experiences 
with it. In some cases the patients were still very 
cyanotic, appearing uremic, four hours after the 
operation. In another case severe typhoidal symp- 
toms appeared after the operation. Two patients 
with marked intestinal symptoms died two days 
after an amputation, and a third died with similar 
symptoms after an operation for gastric carcinoma. 
At autopsy the intestine showed marked changes 
(erosions and hemorrhagic infiltrations). In con- 
clusion Sauerbruch stated that when it is possible 
to rid the anwsthetic of these dangers, he will use 
it again. At the present time he does not regard it as 
suitable for general use. 

REISCHAUER (Breslau) reported upon sixty anws- 
thesias. In the cases of young persons a dosage 
of 0.15 gm., and in those of older persons a dosage 
of o.1 gm., per kilogram of body weight was used. 
For patients under 45 years of age as much as 0.2 
gm. has been given. In a large number of cases 
complete anwsthesia was not obtained. In two very 
robust patients an acute circulatory disturbance was 
noted. ‘There were two deaths. In one instance 
death was due to cardiac dyspnoca which came on 
four hours after the operation. Autopsy revealed 
about the same condition as that seen in cases of 
late chloroform death (fatty degeneration of the 
liver and kidneys). Reischauer emphasized the 
great variation in the length of time the drug re- 
mains in the body. Because of this, it is impossible 
to establish a definite dosage and the drug is not 
harmless. In some cases it does not give complete 
relaxation of the abdominal wall, inhalation anes- 
thesia being necessary in addition. In such cases 
its value is no greater than that of any other 
anesthetic agent. 

UNGER (Berlin) reported on 345 anawsthesias. He 
emphasized the importance of following the direc- 
tions in making the solution. Freshness of the solu- 
tion is also essential. In the cases reviewed the 
dosage ranged from o.t to 0.15 gm. per kilogram. 
The patient goes to sleep quietly, and there is no 
excitation or vomiting. In some cases ether or 
chloroform in small doses may be necessary in 
addition, buf Unger warns against the use of 
lumbar ancesthesia. In the cases reviewed there 
were no deaths, but in eight there was severe 
asphyxia with or without cyanosis and long 
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periods of respiratory cessation. Camphor and 
lobelin are valueless. Unger has used the anas- 
thetic successfully for gall-bladder, gastric, and 
intestinal operations, even in the cases of patients 
with marked jaundice. It was employed also in the 
cases of patients who had just recovered from 
grippal pneumonia. The long sleep requiring con- 
stant attention is disadvantageous, but in Unger’s 
opinion the anesthetic deserves further careful trial. 

MELZNER (Koenigsberg) reported on 100 anas- 
thesias induced with E 107. He has used this 
anwsthetic in the cases of children and patients of 
every age and of both sexes. Twenty of the opera- 
tions were laparotomies. Melzner has never noted 
irritation of the colonic mucosa. The falling off to 
sleep is agreeable. In only half of the cases was the 
anesthesia so deep that inhalation anasthesia was 
unnecessary. In three instances the drug failed 
entirely. As a rule, the awakening was good. 
Vomiting did not occur. The after-sleep lasting for 
as long as ten hours is a disagreeable feature. The 
patient cannot be awakened. In some cases severe 
postoperative excitation occurs (motor unrest and 
hallucinations continuing sometimes for twenty- 
four hours). Serious conditions arose during eighteen 
of the operations. A marked fall in the blood pres- 
sure occurred five times. The patient recovered 
after the administration of camphor and adrenalin. 
There were four deaths (brain tumor, gastro-enter- 
ostomy, Basedow’s disease, and simple goiter). 
Melzner emphasized the inconvenience of the lack 
of individual dosage. From the experiences re- 
ported he concludes that the anasthetic is more 
dangerous than others. 

Druecc (Cologne) dissolves the drug in water at 
50 degrees C. and uses from 0.15 to 0.16 gm. per 
kilogram of body weight. At first he dissolved the 
anxsthetic in normal salt solution, but later used 
distilled water. At times he has found a small 
amount of ether necessary. He has never noted 
organic injuries, but in a few instances there was 
some intestinal irritation. In sixty cases there were 
two deaths, but these could not be attributed to 
the ancsthesia. 

S1evErS (Leipzig) welcomes the drug as a good 
anesthetic for pediatric surgery. In fifty-five of 
his cases complete anesthesia, and in fifteen a satis- 
factory anesthesia, was obtained. In eight cases 
the anesthesia was unsatisfactory and in eleven the 
procedure failed entirely. The failures were due in 
part to expulsion of the anesthetic. The injection 
must be made without pressure. In the cases of 
children up to 3 years of age the dosage is from o.1 
to 0.15 gm. per kilogram of body weight, and in 
those of older children, from 0.15 to 0.175 gm. per 
kilogram of body weight. Except for a fatal case of 
proctitis with necrosis, there were no deaths. In two 
cases there were circulatory disturbances, and in 
two others there were respiratory disturbances. In 
one case there was a marked decrease in the blood 
pressure. Cardiazol proved of great value in these 
complications. Digestive disturbances were not 
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noted. In a few instances three or four watery 
stools were passed, but there was no permanent 
disturbance. The falling off to sleep and the awak- 
ening are agreeable. 

KREUTER (Nuremberg) reported on 300 anesthe- 
sias. The dosage was 0.15 gm. per kilogram of body 
weight. In 68 per cent of the cases complete 
anesthesia was obtained. In 26 per cent, ether was 
necessary in addition. In 6 per cent the result was 
unsatisfactory. Kreuter has done operations of 
various types under rectal anesthesia so induced 


and noted no injury from it; in only two cases was 


there a catarrhal condition of the bowel. 

PrrBRAM (Berlin) deplored the schematic dosage. 
He believes the attempt should be made to obtain 
full anesthesia. He has obtained faultless anzs- 
thesia with from 1o to 15 gm. and has noted no 
harm from it. He dissolves the drug in gum arabic. 

KIRSCHNER (Koenigsberg) opposed the use of the 
agent in its present form, stating that four deaths in 
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such a small number of cases as those reviewed are 
too many when it is possible to induce 10,000 
ether anesthesias without a fatality. Small doses 
of the anesthetic are not sufficient, and with large 
— an alarming fall in the blood pressure takes 
place. 

BRINCKMANN has used E 107 for fifty-five anas- 
thesias. Sleep was maintained for about three and 
a half hours. In two cases there were very alarming 
complications (respiratory and cardiac disturbances). 
Late injuries, pneumonia and bronchitis, occurred 
twice. One marked drawback to the method is the 
marked fall in the blood pressure. 

Eichholtz, in summing up, emphasized the im- 
portance of following directions. He stated that the 
I. G. dye works has not yet released the drug, but 
he regards it as worthy of a further trial. 

Butzengeiger deplored the high doses which were 
reported as being used at the Koenigsberg clinic. 

STETTINER (Z) 


MISCELLANEOUS 


CLINICAL ENTITIES—-GENERAL PHYSIO- 
LOGICAL CONDITIONS 


White, C., and Weidman, F. D.: Pseudo-Epithelio- 
matous Hyperplasia at the Margins of Cuta- 
neous Ulcers, with Especial Reference to Histo- 
logical Diagnosis: Report of Eight Cases. J. 
Am. M. Ass., 1927, \xxxviii, 1959. 


The authors state that while it has always been 
recognized that epidermal hyperplasia may take 
place at the margins of cutaneous ulcers, the extent 
to which it may develop histologically does not 
— to have been emphasized or evaluated here- 
tofore. 

Their studies show that every gradation of hyper- 
plasia occurs in such ulcers, even those which resem- 
ble early epithelioma histologically. 

In some of its early stages, and even when the 
lesion is definitely developed, it may be impossible 
to distinguish squamous-cell cancer histologically 
from non-malignant hyperplasia. Accordingly, there 
are definite limitations to the recognition of early 
cancer. 

The authors conclude that the diagnosis of car- 
cinoma in such cases is justified only when the in- 
filtration extends to or beyond the level of the 
sweat glands and the pathologist is well acquainted 
with the behavior of hyperplastic epidermis in 
general. _ Frank J. McGowan, M.D. 


Fujimaki, Y.: The Formation of Gastric Carci- 
noma in Albino Rats Fed on Deficient Diets. 
J. Cancer Research, 1926, x, 469. 


The author has attempted to show that gastric 
carcinoma can be produced experimentally by diets 
deficient in Vitamin A, proteins, and certain inor- 
ganic salts. These diets must contain all necessary 
nutritive elements except vitamins, must supply the 
necessary calories, and must be digestible and palat- 
able. In the experiments reported, which were per- 
formed on rats, casein was used as the source of 
protein; dextrin, as the source of carbohydrate; and 
olive oil, as the source of fat. The methods used to 
purify these substances of Vitamin A are described. 
The diets consisted of food materials mixed in the 
following proportions: 

Diet deficient in Vitamin A: dextrin, 65 per cent; 
casein, 18 per cent; olive oil, 10 per cent; yeast, 2 
per cent; and salt mixture, 5 per cent. 

Diet deficient in Vitamin A and protein: dextrin, 
83 per cent; olive oil, 10 per cent; salt mixture, 5 per 
cent; yeast, 2 per cent; Daikon juice 2, ad libitum. 

Diet deficient in Vitamin A and inorganic calcium 
and phosphorus: dextrin, 68 per cent; casein, 18 per 
cent; olive oil, 10 per cent; yeast, 2 per cent; and 
salt mixture, 2 per cent. 


The diet deficient in Vitamin A was continued for 
from two to twelve months; that deficient in Vita- 
min A and protein, for from one to four months; and 
that deficient in Vitamin A and inorganic calcium 
and phosphorus, for from two to five months. 
During the feeding, each rat was kept in a separate 
cage. Freshly prepared food was given four times a 
week. The body weight was determined twice a 
week at a definite time. 

Necropsy often revealed hemorrhage in the 
stomach. In the fore-stomach, pale grayish, circum- 
scribed thickenings were often found. These ranged 
in number from two to twenty and frequently were 
as large as peas. In their centers there were sunken 
or concave spots. 

From the microscopic findings the author con- 
cludes that carcinoma begins with hyperkerato- 
sis. The hyperkeratosis is followed by growths of 
papilloma, heterotopical extension, and finally con- 
spicuous destructive extension of cell growth, i.e., 
cancerous transformation. 

FREDERICK C. BANcrort, M.D. 


Strauss, O.: The Spontaneous Cure of Carcinoma; 
The Findings of an Inquiry Made with the Aid 
of the German Central Committee for the 
Study and Control of Cancer (Ueber die Spon- 
tanheilung des Carcinoms; Ergebnis einer Umfrage 
die mit Unterstuetzung des deutschen Zentralkomitees 
zur Erforschung und Bekaempfung der Krebskrank- 
heit veranstaltet wurde). Zéschr. f. Krebsforsch., 1927, 
xxiv, 367. 

The purpose of this investigation was not to col- 
lect a series of unusual cases of cancer, but to deter- 
mine whether the term “spontaneous healing’’ is 
justified. Only if it is justified is there any use in 
attempting to build up a method of treatment hav- 
ing as its object the strengthening of the defensive 
mechanism of the organism. It seemed desirable to 
determine also whether the number of spontaneous 
cures as compared with the great number of cases 
without such cure is of any significance. 

The author calls attention to the fact that since 
the work of Lomer published twenty-four years ago 
there has been no change in the status of the question 
except that we have added to our terminology cer- 
tain words with a scientific ring which hide our 
ignorance, and that, as a result of a more critical 
attitude, the number of accepted cases of sponta- 
neous cure has become somewhat less. 

From the data collected, Strauss is unable to 
escape the impression that error in the diagnosis 
plays an important réle. He reports a case of his 
own in which a tumor diagnosed at laparotomy as 
an inoperable carcinoma of the gall bladder sub- 
sequently receded spontaneously. Autopsy, per- 
formed seven years later, disclosed a gall bladder 


494 


MISCELLANEOUS 495 


which contained stones but was without a trace of 
cancer. In another case, one of carcinoma of the 
liver, the histological examination disclosed tubercu- 
losis. 

After a detailed discussion of fifty-three cases 
representing (1) simple spontaneous cure of carci- 
noma or carcinoma recurrence, (2) spontaneous cure 
following a palliative operation, (3) spontaneous 
cure following an incomplete operation, (4) the 
influence of febrile disease on spontaneous cure, 
and (5) the spontaneous cure of sarcoma, Strauss 
comes to the conclusion that, when compared with 
the hundreds of thousands of cases of carcinoma, 
these few cases are not sufficient to render promising 
any therapy based upon a theory derived from them. 
He calls attention to the fact that Doederlein has 
never seen a ‘spontaneous cure, and Werner saw 
none in a material of 15,000 cases of cancer. 

Grarr (G). 


Ullmann, H. J.: The Use of Colloidal Lead in the 
Treatment of Cancer After the Method of 
W. Blair Bell: Preliminary Report. Radiology, 
1927, Vili, 461. 

Sittenfield, M. J.: The Cancer Problem with 
Reference to Recent Developments. Radiology, 
1927, Vili, 465. 

Soiland, A., ‘Costolow, W. E., and Meland, O. N.: 
The Metallic Colloids in the Treatment of 
Cancer: A Preliminary Report. Radiology, 
1927, Viii, 469. 

ULLMANN reports that he has used colloidal lead 
in the treatment of cancer after the method of 
Blair Bell in a number of cases and has found that 
the clinical and toxic effects show marked variations. 
Regressions, liquefactions, and no demonstrable 
effects on the tumors were observed in different 
cases. In no case in which the total dose of lead 
was less than 200 mgm. was an appreciable gross 
effect on the tumor demonstrated at autopsy. 
Lumbar pain constantly followed the injection, 
and in some cases there was abdominal pain. Chills 
occurred in some instances, and a sharp rise in the 
temperature was fairly constant. Pain in the 
tumor, a moderate increase in its size, nausea, 
vomiting, and anorexia were the rule, especially 
after the first dose. Hzmaturia was found from 
twenty-four to forty-eight hours after the injection 
in nearly every instance, but soon disappeared. An 
acute nephritis and a decrease in kidney function 
were practically constant. The blood showed the 
most marked and alarming of the toxic effects. 


-There was a primary drop in the hemoglobin fol- 


lowed later by a decrease in the red blood cells. 
Stippling of the red cells was practically constant 
and persisted for a varying time. 

From his observations of its effect to date, 
Ullmann believes that colloidal lead should not be 
used if the patient is unable to stand a reduction of 
at least 50 per cent of his kidney function; if nephri- 
tis is present; if the hemoglobin is ’below 50 
per cent or the red blood cells below two million; 
and if the tumor has invaded the lungs. While in- 


volvement of the liver is not a contra-indication, it 
increases the dangers of the treatment. 

As the toxic effects ina large majority of the 
cases were so alarming that the doses recommended 
by Blair Bell could not be given, efforts were made 
to find a less toxic preparation. A colloidal lead 
phosphate was found to have no effect on the 
hemoglobin of rabbits injected with it over a period | 
of six days. When this was used on patients its 
effect on the tumor was apparently similar to that 
of colloidal lead and its toxic effect was negligible. 

SITTENFIELD also discusses the Blair Bell treat- 
ment, but states that his experience with it clinically 
and experimentally is not sufficient to permit him 
to draw definite conclusions. He cites Blair Bell’s 
work at some length from both the theoretical and 
the practical aspect. The statement is made that 
the lead treatment as it is now known is applicable 
only to cases of advanced and non-surgical cancer 
and, in these, only in conjunction with roentgen- 
ray and radium irradiation. 

Other recent developments of the cancer prob- 
lem discussed briefly by Sittenfield are the work of 
Warburg and his collaborators regarding the metab- 
olism of the cancer cell, Gye’s investigations in- 
dicating the infectivity of a cell-free filtrate in the 
production of some sarcomata, and the work of 
Burrows dealing with a local vitamine imbalance in 
the organism as a cause of cancer. 

SoILAND, CosToLow, and MELAND report the 
results in cases of malignancy treated by them 
during the past year with colloidal metals as a sup- 

lement to radiation therapy. In none of the cases 
in which colloidal gold was used was there any 
os effect on the growth. Colloidal copper 
failed to produce notable effects except in one 
case of inguinal metastases. In the latter, the 
growths diminished in size, but generalized metas- 
tasis and death soon followed. The results obtained 
with colloidal lead also were disappointing. Twelve 
cases were treated, all of them postoperative recur- 
rences or cases radiated to the saturation point 
and hopeless from the point of view of any other 
treatment. A brief résumé of the case records is 
presented. Only two of the patients showed any 
apparent improvement. In two cases death was 

undoubtedly hastened by the treatment. 

Hartunc, M.D. 


Jegorov: Spontaneous Gangrene (Spontangan- 
graen). Novaja Chir., 1926, iii, 1, 121, 237, 337, and 
454- 

This monograph is based on forty cases of spon- 
taneous gangrene treated in the period from 1911 
to 1924. 

The author divides the history of the condition 
into three periods: (1) the Winiwarter period 
(endarteritis obliterans), (2) the Zoege von Man- 
teuffel period (angiosclerotic gangrene), and (3) the 
Oppel period (arteriosis suprarenalis). 

The discussion of the clinical characteristics of 
the condition is begun with a review of the nomen- 
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clature. Jegorov divides the course of the disease 
into two stages: (1) the compensated stage, in 
which the patient complains of no subjective dis- 
turbances, and (2) the decompensated stage which 
may be subdivided into an ischemic and a pre- 
gangrenous stage. The following clinical forms are 
described: arteriosclerotic rheumatism (Zoege von 
Manteuffel); Buerger’s disease (thrombo-angeitis 
obliterans); Charcot’s disease (intermittent claudi- 
cation) ; and an accelerated form of spontaneous 
gangrene. 

Emphasis is placed upon the incongruity of 
cases with a different pathological anatomy but a 
similar clinical course and cases with a similar 
pathological anatomy but different clinical manifes- 
tations. 

A clinical discussion of the author’s forty cases 
then follows. Most of the patients were between 20 
and 30 or over 50 years of age. The clinical descrip- 
tion of the condition offers little that is new (absence 
of the pulse, a positive MoSkovié-Koyano sign, a 
very slight increase in the blood pressure, hyper- 
globulia up to 7,000,000, but also much less, a 
relative neutropenia, and a relative lymphocytosis). 
The blood picture is on the whole similar to that in 
chronic infections such as syphilis and tuberculosis. 
The coagulation time of the blood is somewhat 
diminished. According to the Hess test, the vis- 
cosity is increased from 0.7 to 0.8 point above the 
normal. 

The macroscopic pathological anatomy was 
studied by the author on frozen amputated extrem- 
ities sawed in sections. The localization of the obliter- 
ation was of two types, a focal and a diffuse. A 
constant sign, to which all investigators.call atten- 
tion, is perivasculitis. The author accepts the 
theory of Zoege von Manteuffel as opposed to that 
of Winiwarter, believing that the former is con- 
firmed by the histological findings. 

With regard to the etiology of spontaneous 
gangrene, Jegorov discusses mainly three theories: 
(t) the atherosclerotic (Zoege von Manteuffel); (2) 
the autotoxic (Oppel) with reference to external 
influences (alcohol, nicotine, cold, continuous and 
repeated wetting, and freezing), a theory which 
attempts to explain the disease on the basis of 
hyperfunction of the surarenals; and (3) the infec- 
tious theory (Rabinovié), according to which the 
disease excitant has already been found. In Jegorov’s 
opinion the causes of the condition are numerous. 

In the diagnosis three questions must be answered: 
(1) whether the main artery of the extremity is 
occluded and, if so, at what level; (2) the nature of 
the process that has led to the obstruction of the 
artery, and (3) how the disease is manifested 
clinically. The first question may be answered by 
palpation and roentgenograms made with contrast 
media. The answer to the second determines the 
grouping of the disease, whether with arteriosclero- 
sis, auto-intoxication, or infection. 

On the basis of the clinical manifestations the 
author divides the disease into four types; arterio- 


sclerotic rheumatism (Zoege von Manteuffel), 
thrombo-angeitis (Buerger), intermittent claudica- 
tion (Charcot), and the primary gangrenous form. 
The first and third have the more favorable prog- 
nosis, and the second and fourth a poor one. 

The therapeutic possibilities fall into four groups: 
(1) amputation of the extremity (in general intox- 
ication with tachycardia, albuminuria, severe pro- 
gressive local phenomena, and pain); (2) measures 
directed toward the diseased blood vessels, such as 
arteriovenous anastomosis (San Martin y Sastrus- 
tegni), ligation of the vein according to the Oppel 
method, and diathermy; (3) measures directed 
toward the nerves of the diseased extremity, such 
as alcohol injections, freezing, stretching, and 
division of the nerves; and (4) measures directed 
toward the metabolism, such as infusions of sodium 
chloride solutions according to the Mayesima- 
Koga method, iontophoresis, operations on the 
endocrine glands (epinephrectomy, transplantation 
of the suprarenals), organotherapy, and organ 
transplantation. The author illustrates the value 
of these methods of treatment by case histories and 
critically reviews contrasting operative methods. 
Forty-three cases are reviewed briefly. The bib- 
liography includes 126 references. Rrinperc (Z). 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Reuter, C. H.: Tetanus and Its Treatment, with a 
Clinical Consideration of Nine Cases with 
Seven Recoveries. Ohio State M.J.,1927, xxiii, 577. 


Death from tetanus results from the exhaustion 
incident to the generalized muscular contractions. 
Large doses of sedatives with careful medical 
supervision constitute one of the most important 
factors in the successful treatment of the condition. 

The general hopelessness which often pervades 
the minds of both physicians and the laity when a 
diagnosis of tetanus is made is unwarranted. The 
author reports nine cases with seven recoveries, one 
in an infant 15 months old. 

The treatment consists in the administration of 
antitetanus serum by subcutaneous, intravenous, 
and intraspinal routes; the preferred method of 
administration has not yet been definitely estab- 
lished. Besides the common sedatives, subcutaneous 
injections of magnesium sulphate are undoubtedly 
of value. Forced feeding is of great aid in keeping 
up the resistance until antibodies are developed. 

GeorceE A. Cottett, M.D. 


Allison, N.: Heliotherapy in Surgical Tuberculosis. 
Surg., Gynec. & Obsl., 1927, xliv, 743. 


The progress that has been made in the treat- 
ment of surgical tuberculosis by the use of helio- 
therapy has been due entirely to the realization 
that the local tuberculous process is of secondary 
importance to the tuberculous organism as a whole. 
Tuberculosis is now recognized as a disease which 
must be fought by raising the powers of resistance 
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to the highest possible level, and there is abundant 
clinical evidence indicating that, especially in 
surgical tuberculosis, this may be done by helio- 
therapy. 

Allison reviews his observations at the clinics of 
Rollier in Leysin, Switzerland, Gauvain at Alton, 
Bristow at Pyrford, and Girdlestone at Oxford, 
England, and at the New England Peabody Home 
for Crippled Children in Newton Center, Massa- 
chusetts. 

According to impressions gained at the Rollier 
clinic, the great catastrophe of surgical tuberculosis 
is surgical interference. The treatment indicated is 
rest and exposure to the sunlight. The length of 
time required for a cure is of secondary importance. 
Surgical interference is dangerous at best and in 
most cases except those of renal tuberculosis, leads 
to disaster. In renal tuberculosis, however, removal 
of the tuberculous kidney is necessary. 

At the Rollier clinic cases are treated with helio- 
therapy for periods ranging from two to ten years. 
Intermissions in the treatment are dangerous. It is 
claimed that a complete cure is finally accomplished. 
The cure is judged from the roentgenographic 
records. The advisability of the resumption of 
function is decided by the roentgenologist who has 
no clinical knowledge of the patient’s progress. 
When the X-ray plate shows “reconstruction” of a 
joint or a sufficient “bloc” about diseased vertebra, 
the patient is allowed up and about. Recumbent 
patients use their muscles and move the diseased 
joints as much or as little as they wish. Spinal 
disease is treated by recumbency without braces or 
jackets. Hyperextension of the spine is actively 
encouraged so that the erector spine muscles be- 
come well developed and strong. During conva- 
lescence the apparatus used for protection is of the 
lightest type possible—celluloid or light splints. 

In the New England Peabody Home for Crippled 
Children it has been found that in spinal tubercu- 
losis success in improving the deformity depends 
upon the regional localization and the extent and 
duration of the disease. In cervicodorsal tubercu- 
losis there is no improvement, whereas in cases of 
upper dorsal tuberculosis, improvement results in 
30 per cent; in those of middorsal tuberculosis, in 
50 per cent; in those of low dorsal and dorsolumbar 
tuberculosis, in 66 per cent; and in those of lumbar 
tuberculosis, in 90 per cent. Practically complete 
correction of the deformity is possible when only two 
adjacent vertebral bodies are diseased. 

Hips and knees have healed to the extent that 
weight-bearing without re-activation of the symp- 
toms is possible In tarsal involvement marked 
improvement has resulted. Spina ventosa finally 
heals with little residual disturbance of function 
and surprisingly little deformity. 

Heliotherapy should be supplemented by rest, 
good food, fresh air, surgical protection of the 
diseased areas, and pleasant surroundings. In many 
cases Allison has employed blood transfusion with 
benefit. 


In conclusion, Allison states that the end-results 
of heliotherapy are as yet to be estimated. How 
much and how permanent healing takes place is 
still unknown. Enthusiasm over what is now ac- 
complished at institutions employing heliotherapy 
may lead to the belief that tuberculosis in its surgi- 
cal manifestations is a conquered disease process, 
but disappointment will surely be the result of this 
belief. At present, surgery has a definite part to 
play in the cure of tuberculosis. Operations de- 
signed to assist the body in healing are of value and 
result frequently in apparent cure and lessening of 
the period of invalidism. 

Allison believes that in the cases of children with 
bone and joint tuberculosis the element of time 
required for treatment may be largely disregarded, 
but in those of adults it is of great importance, espe- 
cially when ultimate cure means the final ankylosis 
of a joint. 

The article is supplemented by a number of 
roentgenograms and photographs. 

Cart R. STEINKE M.D. 


DUCTLESS GLANDS 


Wintz, H.: Experiences with Regard to the Influ- 
ence of the Roentgen Rays on the Glands of 
Internal Secretion (Erfahrungen mit der Beein- 
flussung innersekretorischer Druesen durch Roent- 
genstrahlen). Strahlentherapie, 1927, xxiv, 412. 


The glands of internal secretion act upon one 
another not only through the blood stream but also 
through the medium of the sympathetic nervous 
system. The latter also exerts an influence upon the 
endocrine system. 

The different glands of internal secretion vary in 
their sensitivity to the X-rays. Those irradiated at 
times of increased activity are more sensitive than 
others. With graded dosages of roentgen irradiation 
the following effects on the glands are conceivable: 
(1) total destruction of all parts of the gland with- 
out injury to the surrounding tissues; (2) temporary 
damage to all cell structures such that the less sensi- 
tive tissues can eventually recover; (3) permanent 
destruction of the very sensitive cell structures with 
no damage to the less sensitive cells (a prerequisite 
for this effect is sufficient difference in sensitivity 
between the various cells), and (4) increased activity 
of the cells (stimulation). 

For Results 2 and 4, very exact dosage is neces- 
sary. This is rendered difficult by the situation of 
the gland as regards the tissue lying over and under 
it, which causes not only quantitative but also quali- 
tative changes in the dosage. With this fact in mind, 
it has been found that, in the ovary, the following 
changes can be produced: 

With 45 per cent of the skin erythema dose, de- 
struction of all of the internal secretion portion of 
the organ and preservation of only the connective 
tissue stroma. 

With 34 per cent of the skin erythema dose, per- 
manent amenorrhoea. In this case the changes due 
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to the deficiency in ovarian function are less marked 
than after total castration as the internal secretion 
of the thecal-cell daughter cells is not affected. 

With 28 per cent of the skin erythema dose, only 
temporary amenorrhoca results, which, after from one 
to three years, gives place to normal ovulation and 
may even be followed by pregnancy with normal 
offspring. 

As is well known, the occurrence of one or more 
additional menstruations after irradiation depends 
upon the time during the intermenstrual period at 
which the treatment is given and the damage that 
is done to the graafian follicle and the corpus luteum 
formed from it. The cells of the corpus luteum vary 
in their sensitivity to irradiation according to the 
stage of their development at the time of the ex- 
posure. The corpus luteum is less sensitive than 
the graafian follicle. Of the various developmental 
stages of the corpus luteum, sensitivity is greatest 
in the proliferating stage, less marked in the secre- 
tory stage, still less marked in the lipoid stage, and 
least marked in the obliterative stage. The sensi- 
tivity of the ovum parallels the sensitivity of the 
follicle in that it increases as the follicle grows, but 
on its liberation from the follicle it becomes insensi- 
tive. This explains why ova already released at the 
time of irradiation may be fertilized and develo 
into undamaged embryos while ova which are still 
in the process of development during exposure to 
the roentgen-rays are destroyed by the same 
dosage. 

From the follicles damaged by irradiation there 
develop corpora atretica which, during the time of 
the temporary amenorrhoea, take up the function of 
the corpora lutea sufficiently to prevent disturbances 
in the general condition. However, such corpora 
atretica are preserved only if the dosage does not 
exceed 34 per cent of the skin erythema dose. When 
45 per cent of the skin erythema dose is given, they 
also are destroyed, whereupon the entire internal 
secretion of the ovary ceases and marked symptoms 


of ovarian deficiency appear. A difference between 
28, 34, and 45 per cent of the skin erythema dose is 
evidenced also in the effect on the metabolism. With 
increasing doses, the basal metabolic rate is lowered 
to a corresponding degree. 

The relation between the ovaries and the other 
glands of internal secretion is extraordinarily labile. 
With regard to relations between the ovary and the 
thyroid, roentgen treatment has demonstrated the 
following facts: 

1. In thyrogenic dysfunction of the ovary caused 
by hyperfunction of the thyroid gland, irradiation 
of the thyroid stops the polymenorrhcea and dys- 
menorrhcea. 

2. In hyperfunction of the thyroid due to ovarian 
influences such as an inflammatory condition, tem- 
porary exclusion of the ovary results not only in 
cessation of the polyhypermenorrhcea but also in 
remission of the beginning hyperthyroidism. 

3. In ovarian dysfunction due to a hypothyreosis, 
the most definite forms, such as myxcedema, lead to 
genital aplasia, but the formes frustes lead to poly- 
hypermenorrhcea. The latter may be favorably in- 
fluenced by the administration of thyroid prepara- 
tions. Irradiation of the ovaries would of course be 
contra-indicated in this condition. Cases of hypo- 
thyroidism with amenorrhcea react well to the com- 
bined administration of thyroid and ovarian sub- 
stances. Stimulation irradiation has failed in this 
condition. 

The relation between the ovary and the hypo- 
physis may be influenced by irradiation when hyper- 
menorrhoea is present on the basis of hyperpitui- 
tarism. A single exposure of the hypophysis gives 
a good result. 

Several observations have shown that there is a 
relation also between the thymus and the ovary. 
As yet, however, the nature of the action of the 
X-rays has been too little studied and the findings 
are too contradictory to warrant general rules for 
roentgen treatment. Couen (G). 
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